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Acute pain in the right side of the ab- 
domen fortunately is usually associated 
with many distinct signs and symptoms 
which point directly towards a definite 
pathology. A little study and some simple 
laboratory tests in a high percentage of 
cases usually establishes a diagnosis. The 
more acute the disease the more likely we 
are to have frank local findings, which add 
to the ease of the diagnosis. An attack 
of acute appendicitis, acute cholecystitis, 
or acute renal colic is rarely mis-diagnosed 
in these days by a senior medical student. 
They are rather common conditions and 
their symptoms fairly consistent. 

These acute conditions are not subjects 
for consideration in this short paper. We 
propose to deal primarily with the peri- 
colic membrane syndrome which is usually 
spoken of erroneously as chronic appen- 
dicitis. For many years I have observed 
with acute interest that widely known 
surgeons differ in their opinions as to 
whether or not there is such a thing as 
chronic appendicitis. Here, as elsewhere, 
differences in opinion are usually backed 
by insufficient understanding. Necessity 
has forced me into making a thorough in- 
vestigation into the cause of pain in the 
right side of the abdomen when the ap- 
pendix, gall bladder, and kidney can be 
ruled out. In the first place I was able 
to get very little help from the literature. 
In May, 1934, a most excellent article was 
published in the American Journal of Dig- 
estive Diseases and Nutrition, on this very 

*Read at Lawton, Okla., Comanche County Med- 
ical Society, November 22, 1934 


*Read at Duncan, Okla., Stephens County Med- 
ical Society, November 27, 1934. 


subject, by Dr. W. H. Bueerman of Port- 
land, Oregon. 


We have been very cautious at the clin- 
ic in operating upon people for appendi- 
citis unless their symptoms were pretty 
clear. We have learned that a small per- 
centage of questionable cases operated up- 
on would be back later on confronting us 
with the same symptoms. Patients of oth- 
er surgeons come to us from time to time 
stating that they have colicky pain in the 
right side of the abdomen just like they 
had before they had their appendix out. 
The carefully taken history and physical 
examination usually produces the neces- 
sary evidence to establish a diagnosis of 
chronic appendicitis even though the ap- 
pendix and gall bladder may have been re- 
moved several years before. These patients 
have been rather difficult problems. They 
have been diagnosed neurotics, viscerop- 
totics, chronic mild cholecystitis, or chron- 
ic colitis. The latter is very often handed 
out as a quite likely condition. Patients 
accept this latter diagnosis pretty well, 
though they become quite discouraged 
with results in medical treatment. These 
unfortunate people drift from one place to 
another. They fall into the hands of the 
cults and cure-alls who, as a matter of 
fact, give them as much relief as the rep- 
utable surgeon, and at much less cost. 

As early as 1903 Lane described a mem- 
brane which he termed a false mesentery, 
which gives interference to passage of in- 
testinal contents past the hepatic flexure. 
In 1909 Jackson described a spreading 
membrane about the cecum and ascending 
colon which he says presents symptoms 
easily mistaken for appendicitis. In the 
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Annals of Surgery, in 1918, Harvey gives 
a review of the literature in which he 
quotes many authors who have described 
ligaments or membranes about the colon, 
gall bladder, duodenum, stomach and oth- 
er structures. These structures I find 
have usually been considered congenital. 
From my observation I question seriously 
whether they are congenital or acquired. 
I favor the latter, although lack proof. 
The condition is so common and material 
so plentiful that I am giving this only as 
a preliminary report of work in this most 
interesting, and sadly neglected, field. 

For several years I have observed some 
web-like, thin, membranous fibers about 
the cecum usually, but sometimes the colon 
or gall bladder, with passive momentary 
interest. My thinking facilities were not 
keen enough to arouse me to my surgical 
responsibility to these patients. I had not 
learned to consider these veils as patho- 
logic. 

Necessity is the mother of invention. 
About a year ago a little girl of ten years 
was brought to us with a diagnosis of me- 
chanical bowel obstruction because of post- 
operative adhesions. A year or more be- 
fore she had had her appendix out by one 
of Oklahoma’s best known surgeons. A 
review of the case revealed that she had 
only a chronic appendix and from time to 
time had similar symptoms since appen- 
dectomy. This time she had acute peri- 
staltic pain, severe in nature, associated 
with gaseous gurgling in the abdomen, 
vomiting, and only slight results but viol- 
ent pain with enemas. We agreed that she 
had an acute partial intestinal obstruction 
and explored under this diagnosis. There 
were no adhesions to be found. I was by 
necessity obliged to extend my incision 
and make a real search for the girl’s trou- 
ble. The ileum was found much dilated, 
the cecum also much oversize. A web-like 
membrane was seen to spread over the as- 
cending colon. About half way between 
the cecum and hepatic flexure was found 
a constriction of the colon tightly fixed 
by this membrane. Beyond this point the 
colon was collapsed. The membrane was 
divided and the inverted folds were turned 
out. Blood vessels in the bands were of 
sufficient size that ligation was required. 

The transverse colon quickly filled with 
gas, the abdomen closed and the patient 
made an uneventful recovery. I conclud- 
ed, of course, that obstruction was due to 
the membrane and was likely the primary 
pathology at the time of her appendec- 
tomy. 


CASE REPORTS 
1. Miss B. S., age 24; single; white 


Chief Complaint: Patient was seen several years 
ago, at which time she complained of an indefinite 
distress thru lower abdomen. This with story of con 
Stipation, palpable cecum and in the vresence of a high- 
ly nervous type of individual was interpreted as prob- 
ably a spastic bowel with low distended cecum but 
considered possibility of an appendix. Six days ago 
patient developed cramp-like pain in upper right 
quadrant of abdomen and to some extent across up- 
per abdomen, associated with temperature of 100 and 
vomiting. Was seen by physician in office down 
town who thought she might have a gall bladder con- 
dition. Was seen by myself in home that evening. 
Temperature normal. No tenderness over appendix 
but it did have some tenderness high up on right side 
under costal margin. No medication was given as a 
possible high lying retrocecal appendix might be 
the cause. Next day fever to 100 continued but cramp- 
like pain had disappeared, leaving soreness under right 
rib margin. Soreness and pain under right rib mar- 
gin have continued but no fever—no diarrhea. Vomit- 
ed again today. 


Examination in brief: Temperature 99, pulse 84 
Abdomen: liver and spleen not palpable. Consider- 
able tenderness and slight rigidity of rectus muscle 
but none over right lower quadrant. Cecum is pal- 
pable, however, but does not appear tender. 


White Blood Count: 7,800. Gall bladder normal 
to x-ray except it retains the dye much too long. 


Date: August 14, 1934. 


Surgical Findings: Appendectomy, cholecystectomy, 
lysis peri-colic membrane. G. B. incision. Layer clo- 
sure, catgut, skin slips. Silkworm tensions. Usual 
G. B. incision—appendix longer than average—scarred 

kinked and showed evidence of past inflammation. 
G. B. reviewed with apprehension. No stones—ques- 
tionably thicker than average. Stomach and duodenum 
passed inspection without pathology. There was a 
dense, extensive membrane spreading over the lat- 
eral side of the colon which probably has had much 
to do with patient's pain. This was divided. 


Case 2. Miss G. S., age 16; white; single. 


Personal History and Chief Complaint: Measles, 
mumps, pertussis, rheumatic fever 4 to 5 mos. at age 
of 6. Appendectomy June 13, 1933—University. Gen- 
eral health usually good until after appendectomy, 
since when she has had attacks similar to present ill- 
ness every month or so but less severe. Menses be- 
gan at 13—regular every 28 days (see present illness) 

-flow 4 days, heavy. Last period March 22, 1934. 


Present Illness—Chief Complaint: 1. Pain in right 
side. 2. Nausea and vomiting. Sunday P.M., follow- 
ing cessation of last menstrual period, patient devel- 
oped aching and cramping pain in right lower quad- 
rant. This became worse the following day and pa- 
tient vomited. She was also nauseated and vomited 
several times yesterday. Morphine given by hypo and 
by mouth last night did not quiet the pain much 


White Blood Count: 11,450. 


Examination of Abdomen: Extreme tenderness to 
lightest touch in right lower quadrant. Patient holds 
entire abodmen rigid until mind is otherwise occu- 
pied, then there seems to be little or no rigidity in 
right lower quadrant and no rigidity elsewhere. 


March 28, 1934. 


Surgical Findings: Exploration abdominal—lysis ad- 
hesions—median lower incision with removal of for- 
mer skin scar. Upon exposing the intestine the ileum 
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found apparently normal; the cecum was unusually 
arge and bulged into the field; some apparent con- 
genital film bands nearly up to the hepatic flexure 
were found to be apparently partially obstructing the 
scending colon, as they caused a marked reduction 

calibre at this point. The remainder of the colon 
beyond this point was narrowed down to perhaps 

5 the calibre of the ascending colon to this point 
f fixation. Remainer of abdomen palpated normal 


Case 3. Mr. W. M., age 37 


ic d. 


; geologist; white; mar- 


Chief Complaint: Attacks of pain through right up- 
per abdomen. Patient states that during childhood, 
fter being in a cramped position, he would experi- 
ence sudden fleeting pain in right upper quadrant 
Later he had the same discomfort at times upon sneez- 
ing About one year ago he noticed attacks coming 
it more frequent intervals—pain being just to the 
right of the epigastrium. Pain not referred to right 
shoulder nor to right lower quadrant—not associated 
with nausea nor with vomiting nor with fever. Dur- 
ng past 48 hours he has had pain every hour or two 

varying in intensity—at times is quite severe. No 
jaundice noted. No clay-colored stools noticed. Has 
had rather marked gaseous formations with attacks. 
He feels weak and tired following attacks. Some mu- 
cous in stools. No tarry appearance. 


Examination of Abdomen: Free from scars—reg- 
ular in contour. Small amount of bulging to right and 
below umbilicus. Muscle tone equal throughout. Left 
abdomen free from tenderness. Area of right rectus 
sensitive to moderate pressure, this area is one or 
two inches lateral and a little below navel. Inguinal 
rings quite small, indicating no hernia 


White Blood Count: 7,100. X-ray and G. I. series 


negative. 


March 31, 1934. 


Surgical Findings: Appendectomy. Exploration ab- 
lominalis general. A 4-inch right rectus incision. The 
appendix was of average size. It was contracted ut 
its distal end. It had a scarred, drawn appearance, 
indicating a chronic, infectious process. Gall bladder 
palpated negative. The ileum was investigated for 
liverticulum. Stomach and pancreas palpated nega 
tive. There was a red membrane on the ascending 
colon which was accounted for. This was split in two 
or three tight places. The appendix was considered 
chronically diseased and there were no other findings 
to answer for patient's pain. Routine closure., Silky 
Stay sutures. 


Case 4. Miss C, age 21; student nurse; white; sin 


gle 


Chief Complaint: 1. Pain in epigastrium. 2. Nau 
sea and vomiting. 3. Pain in abdomen. About one 
hour ago patient developed sharp cramping pain in 
epigastrium followed soon by nausea and vomiting 
At present patient is having severe cramping about 
umbilicus and in right lower quadrant. 


Examination of Abdomen: Marked tenderness in 
epigastrium and in right side, especially in right low- 
er quadrant. There is moderate muscle rigidity over 
ight side. 


White Blood Count: 


3-15-34 9-10-34 11-16-34 
9,000 8,600 7,450 
Polys y 49% 71% 
Lymphos. ¢ 45% 24% 
Monos. , 5% 
Trans. Ie 
Basophls. 
Eosinoph, 


Operative Notes: 3-15-34. Appendectomy; L. Ova- 
rian cyst. (Dr. Robinson.) The appendix was curled 
but easily elevated. It was 9 or 10 inches long and 
sufficiently inflamed to justify patient's symptoms 
About 6 inches of its length was as hard as a pipe 
stem on account of fecaliths. The mass in the left 
side was a parovarian cyst about the size of a golf 
ball—it was removed. A malignant cyst on right 
side removed. Tubes and uterus and ovaries all nor- 
mal. Usual closure 


7-18-34. Exploration of abdomen and lysis mem- 
brane. The former operative scar was excised. The 
abdomen explored and found entirely free from any 
adhesions, secondary to former operation. The ileum 
was traced throughout its course. It contained about 
a normal quantity of gas. The ileum was very defi 
nitely distended with gas. Beginning at the hepatic 
flexure, or a little below, the colon was smaller than 
the ileum. Lateral to the ascending colon was a dense 
apparently congenital membrane, fixed, which when 
cut released the distended cecum. This dissection was 
extensive, it being embeded into coils of the colon 
Considered a congenital membrane 


9-24-34. Exploration abdomen, general. Lysis mem 
brane. The incision was made from high medial to 
below navel giving good exposure. There was some 
rather dense membrane over the transverse colon about 
the G. B. which was dissected loose, the G. B. be 
ing freed nearly down to its cervix. This was a dense 
membrane which after dissection permitted easy ele 
vation of colon. The colon was collapsed beyond this 
point. The greatest pathology was found one-half 
way between cecum and hepatic flexure where colon 
was fixed down by a constricting band making a lu- 
men as small as a little finger. Considerable dissec- 
tion was required along linear band of colon. At 
the completion the colon was free from all restric- 
tion. In places it was folded onto itself and held by 
the dense band. Some scarring could be seen from 
former operation of same nature which had not been 
sufficiently extensive 


11-23-34. Lysis adhesions; exploration, general. Ab- 
domen opened through former upper wound. Found 
omentum attached by a broad surface to the parietal 
peritoneum—this loosened—a loop of ileum was en- 
tangled into the omentum constricting it markedly 
by P. O. adhesions. Colon very much dilated—there 
was but one place about one-half the distance down 
the descending colon where it was rolled laterally 
and adhered down by a band stellate in nature which 
had evidently been present many years. This was dis- 
sected up; ascending colon was explored and found 
attached to parietal wall and G. B. and liver—appar- 
ently secondary—to the raw surface, left after remov- 
ing membrane at former operation. This was all free 
at completion of this procedure, although there are 
multiple abrasions and raw surfaces which make us 
fear new formation of adhesions 


This patient operated the fourth time on account 
of recurrence of approaching complete bowel obstruc- 
tion. The last time the pain and all symptoms in 
the left side of the abdomen. All former symptoms 
were limited to the right side 

My office assistant was able to find the 
records of ten patients operated upon by 
myself since January 1, 1934, in which I 
found a peri-colic membrane sufficiently 
dense to require resection. I have given 
here only a few of the less complicated 
cases. Of course, more time will have to 
lapse before these patients can be consid- 
ered cured. Possibly more treatment will 
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be necessary than mere division of the 
bands, which we have done. 


The symptoms and signs of this condi- 
tion are brought on by a local restriction 
of the colon, which reduces its calibre suf- 
ficiently to produce obstruction. The con- 
dition is chronic. Acute exacerbations 
arise, 


Treatment: So far as I know, operation 
is required when the symptoms become se- 
vere. The bands have for their origin the 
parietal wall in the lateral colonic gutter. 
I have been dividing the bands near their 
point of origin, then dissecting along the 
folds of the gut, entirely releasing the con- 
strictions. The walls of the colon are rolled 
in, causing deep furrows and a marked re- 
duction in its calibre. 


Choice of Incision: | have always ques- 
tioned the wisdom of doing a button-hole 
incision. In this condition it is inadequate. 
A right rectus or right semilunaris, roomy 
incision is preferable. The membrane can 
be reached very well through a gall blad- 


der incision. The latter is very practical 
where an exploration of the upper abdo- 
men is felt necessary. 


CONCLUSIONS 

1. When a patient gives a history of 
chronic pain in the right side of the abdo- 
men a peri-colic membrane should always 
be given diagnostic consideration. 

2. An incision adequate for exploration 
should be made when a patient is being 
operated upon for so-called “chronic ap- 
pendicitis”. If a button-hole incision should 
ever be made it should be used in acute 
suppurative cases only. 

3. A peri-colic membrane is vastly more 
common than the profession at large con- 
siders. 

4. Patients who complain of vague 
chronic pain in the right side of the ab- 
domen after the gall bladder and appen- 
dix have been removed should not be con- 
sidered neurotics, nor incurable viscerop- 
totics, until after the peri-colic membrane 
has been ruled out. 





PARANOIA AND PARANOID THINKING* 


M. S. GRERORY, M.D. 
OKLAHOMA CITY 


In attempting to define paranoia, it 
will be necessary to define the end-results 
of paranoia. Paranoia is characterized by 
systematized delusions of persecution with 
frequent hallucinations, together with a 
markedly inflated ego. Also, generally 
speaking, there is no intellectual deteriora- 
tion. This colossal ego is a defense mech- 
anism in attempting to make himself com- 
fortable because of inferiority and these 
delusions of persecution, which are based 
upon an unconscious hate, make it impos- 
sible for him to adjust to his environment. 
He is living in a sea of suspicion, hate and 
jealousy, thus making this paranoid char- 
acter. His adjustment in the home is very 
poor. He sometimes presents the picture 
that is well expressed in the layman’s 
phrase, a “home-devil and a street angel.” 


In order to understand paranoia, it is 
necessary to discuss the hypothesis of the 
unconscious. For many years the psy- 


*Read before the Canadian County Medical So- 
ciety, October 6, 1934 


chiatrist has believed that a vast amount 
of motivation of the individual comes from 
that part of the mind of which we are en- 
tirely unaware. We believe that this un- 
conscious contains the emotions which 
have been attached to numerous disagree- 
able events which have come to the indi- 
vidual from his earliest childhood up to 
at least puberty. A vast amount of this 
unconscious mind is made up of emotion 
only, and this emotion being detached 
from the incidents with which they were 
attached before repression took place, is 
free-floating in the unconscious and may 
therefore be attached to any incident or 
any circumstance in the environment. In 
other words, paronoia resides very largely 
in the unconscious mind. Here, we will 
discuss the etiology of paranoia. 
First—Inheritance: It has been general- 
ly believed from earliest times that in- 
heritance plays a very prominent part in 
the development of this malignant mental 
disease. At the present time there is much 
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discussion over the question of inheritance. 
Many good men still believe that inherit- 
ance plays a very important part in the 
development of this condition. Without 
discussing inheritance further, I wish to 
repeat a sentence found in “Your Family 
Tree,” by the late David Starr Jordan; he 
says, “At the moment of conception, the 
gate of gates is closed forever.” 

Second—Environment and Training: 
There are many scientific thinkers who 
believe that environment and training al- 
so play a large part in the development of 
paranoia—that is, when a child is brought 
up in a home in which there is suspicion, 
hate and jealousy, this child, through the 
mechanism of identification, takes from 
his environment that which he has failed 
to take through inheritance. The influence 
of environment is still a matter of ener- 
getic discussion ; however, anyone who has 
done extensive psychotherapy becomes 
convinced that environment is very im- 
portant. 


Third—Repression of Homo-Love: Be- 
fore discussing the repression of “homo- 
love” perhaps it is necessary to state more 
clearly what we mean by “homo-love”. 
First, we must consider the complete love 
reaction of the individual. This total love 
reaction goes into two. channels: first, the 
love of the opposite sex, and this love, 
when given proper and free play, leads te 
mating, marriage, home, children and a 
certain degree of selfishness. This self- 
ishness is largely built upon the funda- 
mental craving of the individual to con- 
tinue his kind in the world. 


The second channel in which love of the 
individual goes, homo-love, leads to love 
of the same sex. When the individual is 
well-conditioned and comes out of a home 
with only a reasonable amount of repres- 
sion and training, he lifts the love of the 
same sex to a high plane—that is, he “‘sub- 
limates”’ this love. He lifts this type of love 
to a plane of service to mankind. This 
type of love leads to various forms of art, 
to the establishment of the various secret 
societies and lodges, and, in general, makes 
man the humanitarian individual which he 
becomes. The sublimated homo-lover be- 
comes the loved and useful citizen in the 
community. 


There is a certain group of people wh», 
through inheritance, environment or ac- 
cident, find themselves, after puberty, 
with a vast amount of homo-love. So great 
is this homo-love that they seek expres- 
sion in frank love attachments to the same 


sex. We frequently call these individuals 
degenerates, but in justice we should call 
them ill. We frequently discover this class 
of people without delusion, without hallu- 
cinations and without nervousness. With- 
out self-condemnation, the homo-lover 
does not develop a psychosis. 

Then, there is a great class of people 
who fail to transform their homo-love in- 
to art, music and service to mankind— 
they fail to sublimate. Also, they are so 
conditioned that they cannot seek love out- 
lets with the same sex; then, there is one 
thing left for them to do and that is for 
them to drive this love craving into the 
unconscious where it lives and operates 
without restraint. Because homo-love is 
entirely inacceptable to the ego, the only 
sensation which the individual experiences 
is hate. When he converts this inaccept- 
able love into hate, this transforms him 
into an individual living in a sea of sus- 
picion, hate and jealousy and full of par- 
anoid delusions. In our present civiliza- 
tion homo-love receives the greatest of ta- 
boos, and because of these taboos this ho- 
mo-love becomes inacceptable to the indi- 
vidual. This repression of homo-love is 
the greatest of all etiological factors in the 
development of paranoia, (See Ferenci of 
Vienna.) 


For the sake of discussion we will di- 
vide paranoia into three stages, and in so 
doing we will follow the method of Dr. 
William A. White in his “Outline of Psy- 
chiatry.” The first stage “He flees;” in 
the second stage “He defends,” and in the 
third stage “He attacks.” 


In the first stage the individual fre- 
quently develops a large number of phy- 
sical symptoms of dizziness, various and 
indefinite pains frequently referred to the 
intestinal tract, and various parts of the 
body. The individual in this stage worries 
about himself a great deal—he becomes 
very hypochondriacal and sometimes he 
becomes very much disturbed and de- 
pressed. It is possible that in this stage 
he may feel that he is losing his mind and 
that he is very ill and may commit suicide. 
Also, in this stage he develops “ideas of 
reference” in that he believes that a great 
deal of his environment refers to him. If 
he hears other boys laughing and having 
a good time he is sure that they are laugh- 
ing at him. He reads into the various acts 
of his playmates and fellows a constant 
reference to himself. In this stage he feels 
very inferior and is very unhappy. 


At this point it is well to ask the ques- 
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tion, “should physical symptoms that are 
purely psychogenic in origin ever be re- 
lieved by suggestion that comes from the 
administration of drugs or a placebo?” Is 
it safe to take these symptoms away from 
either a hysteric or a paranoid individual 
in the first stages? My own experience is 
that if these symptoms are taken away 
from these individuals, the individual 
plunges into a more serious mental mech- 
anism—that is, that when we relieve the 
physical symptoms, the mental symptoms 
become worse; he must atone for his un- 
conscious sense of guilt and I have seen 
many cases where a physical symptom has 
been removed by a surgical operation or a 
powerful suggestion, plunge into a defi- 
nite malignant psychosis. These cases are 
so numerous that they are removed from 
that field of reasoning known as “after 
which, therefore because of the which.” 
Don’t remove a beloved symptom except- 
ing by analysis. One case comes to mind 
in which a woman for several years had 
severe symptoms referred to the pelvis. 
Upon examination her pelvis was normal; 
she had had three children, but the sur- 
geon assured her that her nervousness 
would be cured if she had a slight tear of 
the cervix repaired and her tubes buried. 
This was done. She lost her beloved symp- 
tom, but developed a serious psychosis in 
which for six months she lived away from 
her family in order not to kill her chil- 
dren. The beloved symptom of the hyster- 
ic when removed by suggestion, is followed 
by a worse symptom. 


In the second stage the individual firm- 
ly believes that he is defending himself; 
that he must defend himself. He believes 
that he must spend considerable part of 
his time in fighting off his enemies, not 
knowing or realizing that his enemies are 
imaginary. He begins to feel that people 
are persecuting him—that they are saying 
all manner of things against him. He be- 
lieves that his fellows are calling him low 
and vile and vulgar names. During the 
war we had many such examples in which 
the soldier would be brought into the ner- 
vous disease ward having heard his fel- 
lows calling him vulgar and vile names. 
In these cases the homo-love content be- 
came split off from the rest of the mind 
and this split-off portion accused the in- 
dividual of doing that which the individual 
wanted to do—that is, this split-off por- 
tion accused him of yielding to a homo- 
love craving. Frequently these men would 
be in a serious panic, and as Dr. E. J. 
Kempf in his “Psychopathology” calls this 


stage or state, “homo-sexual panic’. Dur- 
ing this stage he becomes more and more 
convinved that the Masons, the Odd-Fel- 
lows or Catholics are framing against him. 
However, these delusions are not entirely 
fixed; he may not be perfectly sure of his 
delusions. He is most unhappy in this con- 
dition and frequently runs away ; however, 
the most of the running is done in the first 
stage. He may go from place to place in 
an endeavor to escape his unknown tor- 
mentors. About this time, however, he be- 
gins to recognize, in an indefinite way, 
some of the people responsible for his tor- 
mentings. He is now getting ready for 
the final stage, which follows: 


In the third stage the individual is thor- 
oughly saturated with hate; that is, in his 
conscious mind he feels hate. While in the 
unconscious, he feels love. In this stage 
he feels only a colossal hate. He is sure 
in this stage he recognizes the individual 
or individuals responsible for his persecu- 
tion. In other words, his delusions are be- 
coming systematized and fixed. In this 
stage he frequently refines himself by los- 
ing a vast amount of his apparent mascu- 
linity. He approaches a stage of refine- 
ment in which he has purged himself of 
masculine sensations. In this stage the de- 
velopment of the mechanism of “projec- 
tion” becomes very evident. He takes his 
own hate and projects it into the mind 
of the persecutor. He does not realize that 
he is doing the hating, but says that his 
persecutor is doing the hating. In this 
stage he goes out and apparently seeks an 
enemy. He frequently takes the most in- 
nocent man in his environment and con- 
verts him into an enemy. By the mechan- 
ism of projection this enemy is hating him 
and is planning his (the patient’s) down- 
fall and usually his murder. At this stage 
the patient frequently kills. He may com- 
mit two or three homicides before the true 
mental condition is recognized. Patients 
with this disease are very dangerous to 
their environment, but usually not to them- 
selves. 


I have in my office a book that was writ- 
ten by a professional man upon his “Trials 
and Tribulations”. This book carries 
through fifteen years of this man’s life, 
detailing in a classical manner all three 
stages of this disease. At first this man 
began to move about; second he remained 
stationary and fought his environment and 
defended himself. Although he was the 
superintendent of the Sunday School ne 
frequently had fights, and later, he appar- 
ently sought trouble and killed an adver- 
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sary. He was arrested and tried for mur- 
der and made such a splendid appearance 
upon the stand that his attorney thought 
it would be prejudicial to have his mental 
condition explained to the jury. They 
thought the case was won, but the jury 
brought in a verdict of “guilty,” and this 
patient received a sentence of twenty 
years at hard labor in a penitentiary in 
an adjoining state. 


In the discussion of paranoia it is well 
that we mention Freud’s “Discussion of 
Jealousies”. Professor Freud divides jeal- 
ousies into, first, a normal jealousy; sec- 
ond, a projected jealousy; and third, de- 
lusionary jealousy. Men working in psy- 
chotherapy soon become aware that there 
is a small amount of jealousy which is 
normal. Jealousy which comes out of the 
home, and which fortifies the individual 
against allowing outsiders to come into 
his home and to wreck that home; how- 
ever, of the great amount of jealousy 
which exists in the world, the normal jeal- 
ousy represents only a small percentage. 
The projected jealousy is an entirely dif- 
ferent mechanism. The individual himself 
becomes untrue to his mate, or double- 
crosses his associates. In a case of that 
kind the individual is almost sure to ac- 
cuse his mate of infidelity, or to accuse 
his associate of being dishonest. This type 
of jealousy compels the man who has an 
illicit love affair to accuse his wife of al- 
so having an illicit love affair. He will 
return home and almost of a certainty ac- 
cuse his wife of wrong-doing; and a wife 
who has an illicit love affair, in turn, ac- 
cuses her husband of loving his secretary. 
This mechanism furnishes a large amount 
of jealousies. The greatest percentage of 
jealousy rests upon delusion; that is, the 
jealousy is delusionary and founded upon 
homo-love which is repressed into the un- 
conscious. This jealousy is not affected 
by reason, because, as we see at once, it 
is founded upon a false premise; that is, 
it is founded upon hate which has no foun- 
dation in reason. 

Dr. White, in his “Outlines of Psychiat- 
ry,” divides the delusionary system of 
paranoiacs into inventive, reformatory, re- 
ligious, and erotic, showing the content of 
the delusion. It is a well known fact that 
many paranoid individuals do succeed in 
discovering some really worth while in- 
ventions. For example, it is said that the 
inventor of the linotype machine died in 
a sanatarium. It is also known that many 
men seeking perpetual motion are para- 
noids. Many paranoid individuals go into 


reformatory work. They are going to re- 
form the world, or going to change the es- 
tablished methods of thinking, or are go- 
ing to make the world a sanctified place 
in which to live—some of them become 
very religious and preach several times 
during the week. Frequently such people 
break and live in a state hospital, and, oc- 
casionally, they find an excuse to kill. 
Then, too, the erotic type builds up the 
delusion that some prominent woman is 
in love with him—that the President’s 
wife, or the governor’s wife, or the lead- 
ing society lady, or the leading actress is 
enamored of him, although he has no 
proof. This love affair is purely a one- 
sided delusion in which the patient fre- 
quently annoys the woman, and frequent- 
ly is arrested and placed in a hospital be- 
cause of that annoyance. 

At this point we should discuss the will. 
For hundreds of years we have been hold- 
ing the individual responsible for his acts, 
no matter how sick he is. In the study of 
mental diseases and mental disorders, one 
is confronted with the question, is there 
a will? When people are well they cer- 
tainly can will themselves to do or not to 
do, at least to a moderate extent, but when 
people are sick, and the victim of a mental 
disorder or nervousness, the hypothetical 
thing, which we call a will, begins to dis- 
appear, and in severe mental disorders the 
unconscious mind takes possession of the 
individual so that the will and reason are 
both dethroned; or, might be better to 
say that the individual is entirely in the 
control of the unconscious emotions and 
that intellectuality never saves an indi- 
vidual from asocial acts; we may say that 
the mentally ill have lost their will and 
that they are no longer controlled by rea- 
son, but are controlled by their fears and 
hates which reside in the hypothetical 
thing which we call the unconscious mind. 
We formerly said that the mentally ill 
were possessed of devils. We can further 
say that the individual, sick or well, does 
the best which he or she can do with the 
mind which they possess. If they are in 
the hands of a serious paranoid mechan- 
ism they are almost sure to do serious acts 
before they are recognized, which acts are 
entirely out of the control of the so-called 
will. 

The following cases show both the ho- 
mo-love and paranoid trends: The first 
case to be mentioned is a young man twen- 
ty-six years of age, who became a great 
scientific investigator and who, at the time 
of being referred to me, was holding a 
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scholarship in a university. He became 
very nervous, disturbed and panicky. Al- 
though he came for treatment, he was 
very reluctant to discuss his life. He fi- 
nally did unload to a moderate degree, in 
which he mentioned some primitive 
dreams. I asked him to give me the dreams, 
which he refused to do; however, later in 
the treatment he gave the dreams which 
proved to be purely homo-sexual assaults. 
Comparatively early in the treatment this 
patient told me that his “chief,” under 
whom he was doing his research, was per- 
secuting him, and he finally admitted that 
he had planned to kill this benefactor and 
father-substitute. At periods in the treat- 
ment he would become very threatening, 
and at times I was compelled to give him 
a vacation because it was unsafe to allow 
him to come to the office. This man made 
a fairly comfortable readjustment, and the 
last I knew he was seeking a Ph. D. de- 
gree in an Eastern university; however, 
he never did fully and completely accept 
of his homo-cravings, and | feel that the 
prognosis in this case should be very 
guarded. 


About two years ago two young men 
came separately for treatment. These 
young men proved to be pals, but neither 
knew that the other was coming for treat- 
ment. One of them readily accepted of 
his homo-cravings. He had had several 
homo-experiences without condemnation 
and readily accepted of himself. He later 
married and apparently is doing very well 
in his home. The other man, very highly 
educated, and master of seven languages, 
came because of homo-fantasies, together 
with mental disturbance; in other words, 
he, too, was in a homo-panic. He freely 
discussed his relationship with the other 
patient. For a long time he had great fear 
of losing the love of this individual who 
had been at one time his sweetheart. Aft- 
er thorough study and discussion of his 
cravings he accepted of himself and now, 
after a year, is remaining very comfort- 
able. He has not married but frequently 
discusses the possibility. These two cases 
bring out very definitely and positively 
homo-cravings, partially conscious and 
partly unconscious, and their effects upon 
the personality. These latter two young 
men are now quite comfortable in their 
environments. 


There are worlds of people with mi!d 
and moderate paranoid trends who live in 
a more or less of a turmoil in their en- 
vironment. Such people are constantly 
misinterpreting their friends and fellows, 


and such patients are constantly develop- 
ing trouble in their environment. Because 
of their unconscious states, they set friend 
against friend, and neighbor against neigh- 
bor. They usually seek a level in which 
they are despised and hated by their fel- 
low-men because of personality traits over 
which they consciously have no control. 
This type of mental disease is the most 
malignant and dangerous type with which 
the human being is afflicted, and any psy- 
chiatrist who attempts to do psychother- 
apy in these cases runs a great danger of 
a serious assault. 





4) 
Vv 


SYMPTOMS IN EARLY STAGES OF INDUSTRIAL 
PLUMBISM 


In dealing with the problem of industrial plumb- 
ism, Roy R. Jones, Washington, D. C. (Journal A 
M. A., Jan. 19, 1935), believes that emphasis should 
be placed on those signs and symptoms commonly 
exhibited early in the course of absorption or intoxi- 
cation. All observations should be considered in their 
relation to the entire clinical picture in order to ar- 
rive at a diagnosis, especially in the preintoxicative 
stage. All changes, listed as presumptive evidence 
should be thoroughly investigated. From a practical 
point of view it is believed that, by careful watch- 
ing for an early reticulocyte response, the physician 
will be able to. detect evidence of lead absorption 
prior to the development of definite plumbism. 

_ Sicneie ‘ 
ULCERATIVE COLITIS: Il. FACTOR OF DEFIC- 
IENCY STATES 


Thomas T. Mackie, with the assistance of Miss 
Madeline Henriques, New York (Journal A. M. A., 
Jan. 19, 1935), observed evidence of deficiency states 
in 62.6 per cent of seventy-five cases of chronic ul 
cerative colitis. These indications find expression in 
the buccal and lingual mucosa, the skin, the type of 
anemia and the blood chemistry. When present in 
advanced degree they have invariably been associated 
with characteristic changes in the small intestine. Sec- 
ondary, or conditioned deficiencies appear to be im 
portant factors in the pathologic physiology of the 
disease. Therefore deficiency disease is not to be re 
garded as an occasional complication of chronic ul 
cerative colitis. It seems more probable that it con- 
stitutes an essential part of the underlying mechanism 
With the appearance of indications of deficiency dis- 
ease the pathology changes; the symptoms become 
more complex, the clinical picture more severe, and 
the prognosis more grave. In many instances the evi- 
dence does not permit definite evaluation of the part 
played by single vitamins or specific food substances 
The clinical phenomena suggest, however, that the 
deficiencies are multiple rather than single. Inade- 
quate supply of vitamins A, B' B* and possibly D, 
together with lack of biologically complete protein, 
and of electrolytes, appears to contribute to the com- 
plex clinical picture in varying degree. The progress 
that many of the patients have shown under prolonged 
observation suggests that the potentially severe and 
untreated or imperfectly treated case tends to pass 
through three stages. In the initial phase clinical 
evidence of deficiency disease is lacking. The second 
stage is characterized by the appearance of early signs 
of deficiency. In the third stage, which is relatively 
rare, deficiency disease is severe and tends to dominate 
the clinical picture. 
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PARATHYROIDISM* 


ALPHONSE MCMAHON, M.D. 
ST. LOUIS, MO. 


Within the past few years there has de- 
veloped a wide-spread interest in the study 
of the clinical manifestations of disturb- 
ances of the parathyroid glands. Inter- 
est in the complex syndrome has extended 
to internist, biochemist, orthopedist, sur- 
geon, pathologist and radiologist. It is 
largely due to the cooperation of these va- 
rious groups that the growth of knowledge 
of the subject has been so rapid and so 
extensive. The literature is abundant in 
ali of the fields of medicine and surgery 
bearing a relation to the subject. 


Parathyroidism is a term used to define 
a clinical condition due to excessive ac- 
tivity of one or more of the parathyroid 
glands. The term that has been used and 
is still in use by some clinics is hyperpara- 
thyroidism to distinguish the condition 
from hypoparathyroidism or complete par- 
athyroid deficiency which is associated 
with the clinical state of tetany. It is a 
curious fact and one explained only, per- 
haps, by the lack of experimental chance 
that overfunction of these glands was con- 
sidered as a clinical possibility only many 
years after the discovery of the tumors 
either occurring alone or in conjunction 
with specific bone lesions which have since 
been known to characterize the condition. 


Comparable states of over and under 
function of other endocrine glands have 
been known and studied for many years. 
One of the most important of these is the 
thyroid gland, the function of which, to- 
gether with the clinical manifestations as- 
sociated with change in activity is famil- 
iar to the general practitioner. The role 
of the parathyroid gland in the regulation 
of the chemistry of the body has not until 
recently been clearly understood. The 
knowledge of the chemistry of tetany has 
done much to dispel illusionary ideas of 
the mechanism of this state of neuro-mo- 
tor irritability. Its relation to parathy- 
roid deficiency was noted in 1896 by Vas- 
sale and Generali. Indeed, it was the ap- 
plication of biochemistry to the study of 
the cases presenting tumors of the para- 
thyroid gland that solved the riddle of the 


*Read before the Section on Medicine, Annual 
Meeting, Tulsa, May, 1934. 


obscure bone lesions that had been heaped 
together into a most heterogenous diag- 
nostic mound. 


The history of the development of our 
knowledge of parathyroidism as manifest- 
ed chiefly in the classic forme, i. e., os- 
teitis fibrosa cystica of von Recklinghau- 
sen is extremely fascinating. Mandl in 
1925 in Vienna and Du Bois in this coun- 
try in 1926 opened the way for the study 
of the relationship of the parathyroid 
gland to chronic bone lesions. In the sur- 
gical removal of an enlarged parathyroid 
gland accompanying bone lesions of many 
years duration, Mandl closed the door on 
the blind quest of those who looked ia 
vain for the causative factor in certain 
chronic bone lesions and opened it again 
on a field of experimentation which has 
stood out as one of the amazing events 
of modern medicine. 


The ancient history of chronic bone le- 
sions of the decalcifying type, begins no 
doubt, with the dawn of the ages, for spec- 
imens of bone found in the ruins of an- 
cient Greece and Egypt and in the pre- 
Columbian remains of this country would 
indicate that a bone disease similar to that 
related to over function of the parathy- 
roid was existent even in those times. 

Von Recklinghausen in 1891 described 
the osseus changes of the disease which 
has been called generalized osteitis fibrosa 
cystica or osteitis fibrosa cystica multi- 
plisata. 

However, long before the description of 
this well advanced bone condition charac- 
terized by cysts, bone tumors and general 
decalcification was presented to the med- 
ical world, other conditions characterized 
by disturbances in calcium had been re- 
ported. The chief of these was osteomal- 
acia which was not in the early stages 
more than a term for all disturbances of 
bone characterized by softening. Fragilitas 
ossium was introduced in 1833 by Lebstein, 
as a term to describe all cases of frag- 
ile bones, both the constitutional type and 
those due to metastatic carcinoma. 


One of the earliest descriptions of the 
lesions later identified as due to parathy- 
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roid overfunction is attributed to Stansky 
in 1839. He described the bone cysts in 
tibia and fibula with great accuracy. 


Numerous other reports of similar con- 
ditions appeared in the next few years and 
among them was found several descrip- 
tions of giant cell tumors. Most import- 
ant of these were Robin in 1894, Kolliker 
in 1850 and Nelaton. These cases were di- 
agnosed as osteomalacia. 


In 1877 Paget described a condition of 
bones characterized by thickening with 
softening and bending. Much confusion 
has existed in the diagnosis of the two dis- 
eases, Paget’s disease and parathyroid 
deficiency, though the chemistry of the 
two is sufficient at this time to differenti- 
ate them. 


Askanazy in 1904 suggested the possible 
relationship of the parathyroid gland to 
bone dyscrasia. He reported as Paget’s 
disease, a tumor of the parathyroid gland 
occurring in conjunction with a bone con- 
dition. 

It was Erdheim, however, who in his 
report of 1907 focused attention more def- 
initely on the parathyroid gland. He re- 
ported the presence of tumors of the glands 
in several cases of osteomalacia and rick- 
ets which confused the situation for some 
period of time. He was inclined to the be- 
lief that the enlargement of the parathy- 
roid glands in these cases, diagnosed os- 
teomalacia and rickets, was due to a com- 
pensatory hypertrophy, secondary to the 
bone disease. Numerous articles appeared 
thereafter in the literature describing va- 
rious bone states associated with enlarge- 
ment of the parathyroid glands. Among 
these were Paget’s disease, osteomalacia, 
rickets, osteitis fibrosa cystica, senile os- 
teoporosis, multiple myeloma, metastatic 
carcinomata in the skeleton. 


In 1923-1924 Collip and Hanson, work- 
ing independently, isolated an extract of 
the parathyroid gland which experiment- 
ally would increase the calcium content of 
the blood, depress the phosphorus content 
and increase the excretion of both. The 
relationship between the parathyroids and 
calcium-phorphorus metabolism was thus 
established on a more definite basis, the 
discovery leading to widespread experi- 
mental work on animals. Clinical states of 
acute or chronic hyperparathyroidism 
were produced by the injection of para- 
thormone with resultant bone changes 
identical with those of Recklinghausen’s 
disease. 


This groundwork of many years dura- 
tion was responsible for the work of 
Mandl in 1925, who reasoned that there 
must be a relationship between the bone 
lesions of osteitis fibrosa cystica and the 
frequent occurrence of the parathyroid tu- 
mor. Schlagenhauer in Vienna in 1915 had 
suggested extirpation of parathyroid tu- 
mor for osteitis fibrosa. This differed 
from the views of Erdheim who main- 
tained the idea of the compensatory hy- 
pertrophy of the glands in osteomolacia 
disturbances. Surgical removal of a tu- 
mor by Mandl in a true Recklinghausen’s 
disease produced clinical improvement 
with a sudden diminution of the urinary 
excretion of calcium and a lowering of 
the blood calcium. 


Following this report numerous cases 
of a similar type began to appear in the 
literature so that the relationship of para- 
thyroid overfunction to Recklinghausen’s 
disease has been fairly generally accepted. 


PATHOLOGY 


The parathyroid tumor is inconstant in 
size, location and activity. The size is no 
true index of its activity for cases of bone 
disease of the type we are considering 
have been found associated with simpie 
hyperplasia of the glands with slight or 
no visible evidence of enlargement. The 
location of the tumors is variable, a fact 
which may create a problem in the sur- 
gical removal of the glands. They may be 
located in the tracheo-oesophageal spaces, 
imbedded in the thyroid gland or they may 
be found in the superior mediastinum. 

The enlarged parathyroid tumor is usu- 
ally nodular and cystic. “The microscopic 
appearance of such an enlarged parathy- 
roid may in places be so changed as to 
lose all semblance of normal parathyroid 
tissue” (Jaffe, H. L.). Changes in cells 
and nuclei are observed, evidenced as en- 
largements, variations in density and mul- 
tiple nucleation. Normal principal cells 
may be seen in the midst of the degenera- 
tive area. The microscopic pathology of 
the tumor may be said to be characterized 
by lack of definiteness. 


The bone pathology which is the major 
manifestation of overfunction of the para- 
thyroid glands has been the object of pro- 
longed study and has been provocative of 
much discussion. In a presenation of this 
type an extensive review of the discus- 
sion of the pathogenesis ef the bone le- 
sions is hardly in place. The bone changes 
are due to demineralization of the bone 
caused by rapid mobilization of calcium 
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and phosphorus and an increase in the 
elimination of both. The speed of the pro- 
cess may and does vary, depending upon 
both internal and external factors which 
will be mentioned later. 


The action of the parathyroid hormone 
in the above process has not been satis- 
factorily determined. It may serve to dis- 
solve the mineral salts at the surface of 
contact between tissue fluids and bone. 


In all the bone lesions the dominant cell 
is the osteoclast to which is assigned the 
function of bone destruction. This absorp- 
tion of bone may be effected directly by 
osteoclastic activity without a preceding 
process of decalcification or the osteoclast 
may produce its effects only after the 
ground material disappears. In the lesions 
of Recklinghausen’s disease, bone destruc- 
tion is accompanied by bone formation. 
The destruction is so rapid that it may 
take place even in the presence of new 
bone formation. The rate of progression 
of both conditions determines the develop- 
ment ef the ultimate pathologic state 
which for the most part is one in which 
the original bone tissue is replaced by fi- 
brous tissue. 

Giant cell tumors or bone cysts frequent- 
ly develop, resulting in the clinical path- 
ology as mentioned. Giant cell tumors or 
osteoclastomas are due to a proliferation 
of the osteoclasts. They may be accom- 
panied by defects in the fibrous area of 
long bones producing cysts. Jaffe describes 
the giant cell tumors as follows: “Nests of 
giant cells in a fine fibered marrow which 
also contains numerous granules of blood 
pigment. These brown giant cell masses 
are composed of spindle cell connective tis- 
sue stroma. The giant cells which may be 
so numerous as to overshadow the sup- 
porting stroma completely, are identical 
with the osteoclasts, they have phagocytic 
activity and often contain changed red 
corpuscles or hemosiderin.” The giant cell 
tumors may terminate by healing with 
sclerosis, spontaneous disappearance or 
cyst formation. 


The bone changes may occur in all parts 
of the body. Many factors influence the 
rate and extent of involvement. The epi- 
physeal ends of the long bones are the 
common sites for localization of bone tu- 
mors and cysts. Spontaneous fracture may 
occur at these sites. 


The vertebral column may present a 
kyphosis, scoliosis or a “fish-like spine”. 
Extensive deformities of the chest or pel- 
vis and consequent functional disturbances 


may follow lesions of the ribs and stern- 
um. The metatarsals and metacarpals may 
contain cysts and giant cell tumors. The 
skull presents a diffuse osteoporosis with 
marked pliability. The contracture and 
renal insufficiency often seen associated 
with hyperparathyroidism is no doubt due 
to changes caused by excessive excretion 
of calcium. Calcium is frequently seen mi- 
croscopically in the tubules of the kidney. 
Urinary calculi have been reported and 
calcification may be found in other parts 
of the body, such as lungs, gastro-intes- 
tinal tract, ligaments of spine, abdominal 
glands and the special groups. 
CHEMISTRY 

Special changes in metabolism manifest 
themselves with the progression of the dis- 
ease. Certain diagnostic facts might be 
unearthed very early in the disease if a 
routine calcium determination were made 
on all patients. The outstanding change 
in the metabolism is in the increase of the 
calcium in the blood which may normally 
range from 9 to 11 mgms. per 100 cc. 
Many series of cases show a calcium range 
from 11.5 to 16 mgms. and as high as 23 
mgms. in some cases, Accompanying the 
elevation of blood calcium there is a re- 
duction in blood phosphorus from the nor- 
mal level of 3.1 mgms. per 100 cc. to 1.5 
mgms. or even lower. This change in the 
concentration of these minerals in the 
blood results in an increased excretion in 
the urine. A low renal threshold is as- 
sumed for the phosphorus. Cases have been 
reported in which there is no change in 
these elements. The excessive excretion 
of calcium results in a “negative balance”’. 
Where renal complications together with 
evidence of uremia exist, the blood chem- 
istry shows definite elevation of the phos- 
phorus and reduction of calcium with an 
elevation of the non-protein nitrogen of 
the blood. This will no doubt confuse the 
true picture of Recklinghausen’s disease. 


The output of calcium may be seven to 
eight times greater than that in the nor- 
mal individual. This may occur even with 
a diet low in calcium. These changes in 
metabolism may be duplicated in the nor- 
mal individual by the injection of one hun- 
dred units of parathormone daily. Coa- 
tinuous injections may result in elevation 
of phosphorus producing signs of renal de- 
ficiency. 

Other resorptive bone diseases present 
changes in the blood chemistry. Multiple 
myelomata and metastatic malignancy are 
accompanied by a high calcium content of 
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the blood, but phosphorus content is like- 
wise elevated. Rickets and osteomalacia 
are often associated with low phosphorus 
values, but calcium is likewise low. 


Plasma phosphatose is an index to the 
degree of osteoclastic activity and is ele- 
vated in the overfunction of the parathy- 
roids. The normal values are two to four 
units per 100 cc. of serum. In active cases 
this value may reach six to twenty units. 
It is likewise increased in Paget’s disease 
and rickets. 


CLASSIFICATION AND SYMPTOMS 


The type of pathologic process deter- 
mines to a large extent the symptoms and 
in turn will assist in the classification of 
this disease. Symptoms are also modified 
by the duration and rapidity of the dis- 
ease which varies with the degree of ac- 
tivity of the adenoma of the parathyroid, 
the rate of elimination of calcium and 
phosphorus, the amount of calcium inges- 
tion and the possibility of intercurrent in- 
fection. Hence symptoms may be vague 
and indefinite extending over a period of 
years before progressing to the point of 
producing complete disability. The clin- 


ical syndrome may be extremely confus- 
ing, being classified only by proper chem- 
ical studies of the blood. 


The classification of the disease as sug- 
gested recently by Albright, Aub and Bau- 
er is very complete and practical: (1) 
Classic hyperparathyroidism (von Reck- 
linghausen’s disease) skeletal symptoms 
predominate and consist of decalcification, 
cysts, tumors and eventually fractures. 
(2) Osteoporotic form of hyperparathy- 
roidism-presenting symptoms are due to 
generalized decalcification and there are 
no cysts or tumors. (3) Hyperparathy- 
roidism with nephrolithiasis-presenting 
symptoms are associated with renal stones 
and there may be no gross skeletal changes. 
(4) Hyperparathyroidism with renal in- 
sufficiency (nephrocalcinosis) the symp- 
toms are those of Bright’s disease. (5) 
Acute parathyroid poisoning—this is a 
condition simulating acute parathyroid 
poisoning in dogs with sudden death and 
characteristic pathologic changes. (6) 
Hyperparathyroidism simulating (or com- 
plicated by) Paget’s disease. The exist- 
ence of this group is not yet certain. 


From the above classification a fairly 
definite clinical picture may be construct- 
ed which of course can never be absolute- 
ly clear cut for any of the separate groups. 


With involvement of bones the import- 


ant presenting symptom is pain. It varies 
in appearance, character and duration. It 
may be present throughout the body or be- 
come localized in bones and joints of the 
lower extremities. Pain in the vertebral 
column is not uncommon and may serve 
to produce a confusing clinical syndrome 
giving rise to serious diagnostic difficul- 
ties. The persistence of the pain is a char- 
acteristic that leads us to a belief in the 
seriousness of the underlying condition. 
It may persist in spite of all common ther- 
apeutic measures directed towards the re- 
lief of an assumed arthritis or neuritis. 
Tenderness on pressure over bones and 
joints frequently accompanies the pain. 
it is aggravated by movement. 


Pathologic fractures occur in diseased 
bone, in fact may be the first indication 
of the disease process and indicate some 
underlying change in the bone, such as 
cysts or giant cell tumors. Enlargements 
of the bone may or may not precede the 
fracture. With involvement of the verte- 
bral column certain deformities may oc- 
cur, such as lordosis, kyphosis, scoliosis or 
change in shape of the thoracic cage. 


The constitutional symptoms of great- 
est importance are muscular weakness, fa- 
tigue and general hypotonia. Exhaustion 
may result in great difficulty in executing 
muscular movements and the hypotonia 
may permit unusual movements of the 
bones and joints. The decrease in electric- 
al irritability of muscles and nerves, an 
important factor in the exhaustion syn- 
drome is definitely related to an increase 
in blood calcium. Tetany presents the op- 
posite picture. 


The gastro-intestinal symptomatology is 
variable. Constipation is often associated 
with hypotonia. Nausea and vomiting are 
infrequently symptoms occurring intec- 
mittently throughout the duration of the 
disease, seldom characteristic they are fre- 
quently associated with the periods of 
acute parathyroid intoxication or with the 
development of uremia. Anorexia with 
consequent loss of weight may result in 
severe general complications. 


Renal involvement is manifested either 
as extensive renal damage with conse- 
quent nephritis or as a condition of renal 
stone formation with subsequent renal col- 
ic. The symptoms express the underlying 
pathology. Uremia may be the deciding 
factor in the postoperative outcome and is 
not an uncommon complication. Polydyp- 
sia and polyuria accompany the increased 
excretion of calcium and phosphorus. The 
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increased fluid output may result in enure- 
Sis and nocturia. 
X-RAY DIAGNOSIS 

The value of the radiogram in diagnosis 
is based upon the fact that Recklinghau- 
sen’s disease is not only a polyostotic, but 
a generalized disease of the bone and hence 
the primary manifestation is increased 
radiability, due to progressive thinning of 
the bone. This may be evidenced in all of 
the bones of the body to a greater or les- 
ser degree. Radiability of the bones de- 
pends to a large extent upon the rapidity 
of the process of decaicification. Marked 
connective tissue proliferation in the mar- 
row follows rapid resorption of calcium. 
This occurs no matter what the etiology 
of the process and results in generalized 
osteitis fibrosa. Decalcification proceed- 
ing at a lower rate results in a less marked 
resorption, producing the lesion of osteo- 
porosis, characterized by an absence of ex- 
treme fibrosis. 


Camp has mentioned military mottling 
and granular appearance of bone which 
is due to the resorption and the appear- 
ance of newly formed trabeculae in the 
connective tissue replacing the bone. This 
is seen commonly in the skull where the 


appearance varies with changes at times 
suggestive of Paget’s disease. 


The secondary changes in the bones giv- 
ing x-ray evidence of value in diagnosis 
are tumors, cysts, deformities and frac- 
tures. It is to be noted that all cases of 
hyperparathyroidism do not necessarily 
present tumors, cysts and fractures. The 
cysts may be multiple with expansion of 
the overlying bone. They may be found in 
metatarsal and metacarpal bones. Frac- 
tures usually occur through cysts or tu- 
mors, but may occur in areas of ostev- 
porotic bone. The tumors occur at the ends 
of long bones and in the ribs. 

Urinary calculi or calcification within 
the kidney parenchyma may present them- 
selves. 


The important fact that may well be 
stressed in regard to the x-ray is the in- 
junction to the radiologist to be on the 
alert for cases showing increased radi- 
ability of bones, so that proper clinical and 
chemical studies may be made to complete 
the diagnosis. 

DIFFERENTIAL DIAGNOSIS 

Certain diseases presenting bone changes 
either local or general] must be differenti- 
ated from Recklinghausen’s disease, al- 
though since the development of the blood 


chemistry in these diseases whereby blood 
calcium and phosphorus may be readily 
estimated and hypercalcinuria and hyper- 
phosphaturia determined, so that the cal- 
cium and phosphorus balance may be es- 
tablished. It is possible for two or more 
diseases to exist in combination and when 
this occurs, each may be diagnosticated 
separately. 

The diseases which may be confusod 
can be grouped into those presenting gen- 
eral osteoporotic bone changes and those 
presenting local changes, solitary or mul- 
tiple. Of the former the most common 
are osteomalacia, senile osteoporosis and 
osteovrenesis imperfecta, while the latter 
includes Paget’s disease, solitary cysts, sol- 
itary benign giant cell tumors, metastatic 
malignancy and multiple myeloma. 

Senile osteoporosis is characterized by a 
general thinning of the bone with in- 
creased radiability which may be confused 
with parathyroid bone changes, particu- 
larly in the milder manifestations of the 
latter, where the blood values show no 
marked variation from normal. Usually 
in the former the serum calcium is normal 
while the serum phosphorus is slightly re- 
duced. Biopsy may be necessary to differ- 
entiate the two conditions. The absence 
of marrow fibrosis and osteoclasts is dis- 
tinctive of the senile type. 

Osteomalacia, a vitamin D deficiency 
disease, is seldom seen in this country. It 
is characterized pathologically by a fail- 
ure of calcification of the osteoid bone tis- 
sue which is general and results in an in- 
crease in radiability. Fractures do not 
tend to occur, but bending of bones :s 
more common. The serum calcium is low 
or normal, the serum phosphorus is low. 

Osteogenesis imperfecta fragilitas os- 
sium also presenting generalized osseous 
defects with associated fractures is here- 
ditary and pathologically shows a depres- 
sion of osteoblastic activity with normal 
osteoabsorption. Serum calcium and phos- 
phorus are normal. 

Paget’s disease (osteitis deformans) 
may present certain more pronounced dif- 
ficulties than the preceding diseases ow- 
ing to the fact that we occasionally find 
cases of hyperparathyroidism in whom 
bone thickening may occur in the skull. 
Paget’s disease is not generalized, al- 
though polyostotic and progressive. It 
tends to involve the weight bearing bones. 
The bones are hypertrophied, such as the 
skull, sacrum and occasionally the cortex 
of long tubular bones. Giant cell tumors 
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are absent, parathyroid glands are not 
commonly enlarged and the blood calcium 
and phosphorus are normal! or slightly ele- 
vated, the latter tending to parallel the 
former. 


Single cysts, which may be “multiple,” 
are distinguished by the absence of addi- 
tional bone disturbances and the presence 
of normal blood calcium and phosphorus. 
The benign giant cell tumors may be isol- 
ated or may occur as a phase of hyperpar- 
athyroidism. They frequently appear im 
the epiphyses of the long bones. The dif- 
ferential diagnosis may rest upon the val- 
ues of calcium and phosphorus in the 
blood. 


Multiple myeloma may closely resemble 
radiologically, the lesions of Recklinghau- 
sen’s disease. The cystic areas are as 
rule smaller and more punched out. In the 
skull they may present a “swiss cheese” 
appearance. The mottling, however, may 
be fine, involving many bones. Renal 
changes may develop in these cases, of- 
fering further diagnostic difficulties. The 
diagnosis may depend solely upon the bi- 
opsy. Serum calcium is usually elevated 
while serum phosphorus may or may not 
be changed. The Bence-Jones proteinuria 
is additional evidence of the presence of 
myeloma. 


Metastatic malignancies as a rule offer 
little difficulty. Hypercalcemia may de- 
velop, but the phosphorus content remains 
unchanged. 


TREATMENT 


The methods of treatment have been dis- 
cussed in many of the numerous papers in 
the literature. It is not my intention to 
go into detail in this matter. When the 
diagnosis is made, surgery should be em- 
ployed to remove the offending tumor. It 
is sometimes difficult to discover the tu- 
mor owing to its aberrant tendencies and 
certain areas should be searched such as 
the tracheo-oesophagus spaces, the thyroid 
gland itself and the anterior mediastinum. 
It is generally considered inadvisable to 
remove normal parathyroid glands with 
the hope that they may effect some change 
in the pathology. Later discovery of the 
tumor and its subsequent removal may re- 
sult in tetany. Tumors may be multiple 
and should be searched for and removed 
at the time of the operation. 


Albright, Aub and Read recommend a 
sub-total resection of the parathyroid tu- 
mor in cases showing extensive bone ]2- 
sions in an effort to avoid the development 


of tetany. The treatment of tetany fol- 
lows the usual procedures which will net 
be discussed here. 


Roentgenray therapy has been reported 
successful by some clinicians and unsuc- 
cessful by others. Our own experience has 
been limited. A personal communication 
in an unreported case from Doctors John 
Hammond and J. C. Peden of St. Louis 
states that they have had singular suc- 
cess in a case of hyperparathyroidism ia 
which it was not possible to remove the 
parathyroid glands. 


SUMMARY 


1. Generalized osteitis fibrosa cystica 
(Recklinghausen’s disease) is due to over- 
function of the parathyroid glands asso- 
ciated with adenoma of the glands. 


Hyperplasia of the parathyroids may 
be found associated with other clinical 
bone conditions such as osteomalacia, mul- 
tiple myeloma and metastatic carcinoma 
of the bone. 


3. The symptomatology of this disease 
is not essentially typical, but persisteut 
bone pain, unrelieved by ordinary thera- 
peutic measures should indicate the neces- 
sity for further x-ray and chemical blood 
studies. 


4. The existence of renal calculi alone 
or associated with changes indicative of 
nephritis should suggest the possibility of 
an underlying parathyroidism. 
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AN EXPLANATION AND EVALUATION OF PROSTATIC 
RESECTION ADDRESSED TO THE GENERAL 
PRACTITIONER* 


E. HALSELL FITE, M.D., F.A.C.S. 
(Urologist to the Fite Clinic) 
MUSKOGEE 


While prostatic resection is no longer 


a new procedure to the medical professioa 
and since so much has been written and 
said pro and con that any doctor who pre- 
tends to keep abreast of the times must 
know something about it, still the very 
fact that so much discussion of this pro- 
cedure has gone on has left a very con- 
fused idea in the minds of many general 
practitioners as to the exact possibilities 
of prostatic resection. 

tecently I had referred to me a man 
from a nearby town who came in with the 
impression, apparently given him by his 
doctor, that I would resect him and let 
him return home that same day. It is to 
correct such impression and to give the 
doctors a clearer idea of the real value of 
resection that this paper is written. 

It is not the general practitioner who 
is to blame for these false ideas, but re- 
sectionists who have been too enthusiastic 
in extolling the simplicity of the proced- 
ure, certain instrument men who in order 
to sell their machines would have every 
doctor believing he could do resections, 
and, last, actually, patients who have been 
resected. 

Because a new and extremely ingenous 
method has been developed for the relief 
of prostatic obstruction does not mean 


*Read before a joint meeting of the Sebastian 
County Medical Society, Ft. Smith, Ark., and the 
Muskogee County Medical Society, September 11, 
1934. 


that we may throw into the scrap heap 
all that our father urologists have learned 
about prostatic surgery. By this I mean 
we still have to pay attention to the under- 
lying pathology and we still have to study 
the patient’s condition and prepare him 
for operation and having resected him we 
still have to observe certain rules in or- 
der to avoid complications and disasters. 
Keeping all these things in mind and ad- 
hering to them just as strictly as did the 
prostatectomist to his rules, we find that 
with resection we are apparently getting 
better results than were obtained with 
prostatectomy of either type. 

First, all authorities have agreed that 
resection is not a procedure for the occa- 
sional operator but requires a trained op- 
erative cystoscopist who has made a thor- 
ough study of the procedure and its pit- 
falls. 


The next thing is that the patient re- 
quires ‘adequate preoperative preparation. 
If there is no or only mild infection, slight 
retention, good kidney function, no nitro- 
gen retention and the cardio-vascular sys- 
tem is in good condition, resection can be 
carried out at once. If there is several 
ounces of residual, or marked urinary in- 
rection or definite reduction of kidney 
function or retention of nitrogen or evi- 
dence of cardio-vascular disease a period 
of catheter drainage is advisable until the 
conditions have improved as much as pos- 
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sible. In severe infection, debility or se- 
vere cardio-vascular disease it is advisable 
to do a suprapubic drainage as this is the 
surest way of establishing thorough and 
adequate drainage and clearing up the in- 
fections. It is a fact that these severe in- 
fections do not clear up well under cathe- 
ter drainage. Often it is necessary to re- 
turn these patients with suprapubic drain- 
age to their homes for months and then 
have them come back later for resection. 
Some urologists claim that where a supra- 
pubic drainage is done they see no reason 
for doing a resection but believe in finish- 
ing the operation by suprapubic prostatec- 
tomy at a later date. If the suprapubic 
drainage was necessary (as stated above) 
there is no doubt in my mind but that 
prostatectomy will carry a large mortality 
and I am certain that I have resected such 
cases that could not have stood enuclea- 
tion of the prostate. 


It is the opinion of most urologists that 
the very large prostates are not good sub- 
jects for resection. This seems reasonable 
but the nuge prostate represents only a 
small per cent of prostatic cases. How- 
ever, there is an imposing list of men of 
the highest repute who are doing resection 
in from 95 to 100 per cent of cases. I have 
not in my modest series yet had to resort 
to prostatectomy since I started resection 
work. However, I hope to remain open 
minded and if I find a case where I be- 
lieve it to the patient’s advantage to have 
prostatectomy I shall advise it. The great 
difficulty is that there is fast coming a 
time when all prostatic cases are going to 
be deaf to all arguments for prostatectomy 
and are going to demand resection. From 
their standpoint you cannot blame them 
for there is no doubt that prostatectomy 
is an appalling operation to them, and now 
days the patient nearly always knows 
some one who has gone through it and 
has no very pleasant memories of it, while 
the majority of resection cases remember 
chiefly the relief they got and that there 
was very little suffering from the proced- 
ure. The more we doctors try to under- 
stand the psychology of our patients »s 
well as the treatment of their ills, the 
more successful we will be and the sooner 
the general practitioner learns to refer his 
prostatic cases to competent urologists for 
their opinion, the sooner he will have them 
stop streaking off to parts unknown for 
that advice and when a patient goes with- 
out your help you are apt to have lost him 
for good. 


Another point in favor of resection is 


that it carries with it so few disagreeable 
features as compared with prostatectomy 
that you may not hesitate to advise it in 
the early or border-line cases which have 
only few symptoms, very little or no resi- 
dual, and the kidneys have not been sub- 
jected to back pressure for years. These 
cases refuse any talk of prostatectomy. | 
believe this to be the greatest benefit that 
resection will accomplish for it will do 
away with one of the fears of becoming 
old and will lessen the number of severe 
prostatic cases seen in the future. 


With regard to the disability of the pa- 
tient from his daily labors there is little 
argument that resection has much less 
than prostatectomy. The period of prep- 
aration may be shorter in most cases sav- 
ing a few days but the period of operation 
and convalescence is greatly reduced. | 
have done resections on medium sized 
prostates and had the patient back at work 
in good physical condition in six weeks, 
and even less. Such a case is not rare with 
resection, while with prostatectomy | 
should say such a case, if we are honest, 
is extremely rare. In cases of resection 
without complications and who live in our 
city I usually permit them to return home 
from the hospital at the end of a week 
postoperative, but keep them under ob- 
servation. Those living out of the city | 
keep for about sixteen days or longer. 
This is because cases of severe hemor- 
rhage have been reported about the tenth 
to fourteenth day. I have had none and 
believe that the hemorrhage factor of re- 
section has been greatly overrated if cer- 
tain precautions are taken. Those who 
have hemorrhage frequently can look *o 
errors in their technique or postoperative 
care of the patient for the cause. 


With regard to mortality we find that 
the death rate in resection is much less 
than in prostatectomy. The pioneers in 
resection work have reported quite large 
mortality in their early cases and these 
figures are glibly repeated by the enemies 
of resection, but in so doing they never 
mention the later figures. Recently I heard 
a urologist read a paper in which he quot- 
ed Alcock as having 25 per cent mortal- 
ity in his first fifty cases. He did not add 
that Alcock was learning things that he 
has passed on and that we who come after 
should profit by and that in his next 125 
cases he lost only six patients. Most re- 
ported series now show from 4 to 1 per 
cent mortality. In my small series of about 
fifty cases I have had but one death and 
that was not due to resection but was due 





JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 95 


to an eroding carcinoma of the bladder 
which I overlooked because of a large 
prostate which bled profusely. The carci- 
noma was discovered at suprapubic oper- 
ation which was done to arrest bleeding 
which I could not locate cystoscopically 
and which I thought was due to the resec- 
tion but which proved to be coming from 
the carcinoma. The patient did not die in 
the hospital but died several weeks after 
returning home. This case should not be 
rated as a mortality of resection but | 
mention it because it is my one big mis- 
take in resection work. 

Conclusion: Transurethral resection is 
a safe procedure in competent hands ap- 
plicable in the great majority of prostatic 
cases. 


From an economical] standpoint it saves 
the patient hospital expense by a shorter 
period of hospitalization and returns him 
to his work at an earlier date. 

From the standpoint of the patient it 
does not carry the dread nor the suffer- 
ing and discomfort of prostatectomy and 
due to the fact that patients will submit 
to it more readily we will undoubtedly see 
less of the more severe cases of prostatic 
obstruction. 


The procedure is not simple but tech- 
nically difficult, requires careful preoper- 
tive and postoperative treatment and 
should only be attempted by a trained op- 
erative cystoscopist and never by the gen- 
eral surgeon. 





TERMINAL ILEITIS* 


V. H. Musick, M.D. 
OKLAHOMA CITY 


The subject which I wish to discuss is 
one which is just now being brought to 
the attention of the clinician, after it has 
lain dormant for many years. I have ref- 
erence to disease of the small bowel. We 
have been inclined to feel that this vital 
portion of the intestinal tract has been 
relatively free from disease. Many dis- 
crepancies have existed in the methods of 
analysis of its enzymatic secretions, value 
of findings, and substitution therapy. The 
tests are intricate, time-consuming, and 
give variable results. The usual routine 
of a gastro-intestinal x-ray is not suffi- 
cient to show the loops and coils of the 
small intestine and many important le- 
sicns are overlooked. Such a small amount 
of the exact scientific work has been done 
and so little has been offered to the clin- 
ician that he rarely thinks of the small 
bowel in the diagnosis of a complex ab- 
dominal complaint. 


It is through the courtesy of Dr. Bur- 
rill B. Crohn, who described terminal ilei- 
tis as a clinical and pathological entity, 
that I became interested and was able to 
collect data made upon a study of seven 
cases. A review of the literature on the 
subject shows that very little has been 





*Read before the Oklahoma County Medical So- 
ciety December 11, 1934. 


written. Some observations were made in 
1923 by Moschcowitz and Wilensky, who 
reported a few cases of a non-specific 
granulomata of the intestine. They did 
not, however, attempt to separate any dis- 
tinct types. Crohn, Ginsberg, and Oppen- 
heimer, in the Journal of the American 
Medical Association, October 15, 1932, 
published a complete report of fifteen 
cases of a non-specific ulcerative process 
of the terminal ileum. Clute of the Lahey 
Clinic in the Surgical Clinics of North 
America, 1933, reported a few cases. E. 
W. Rocky in the Northwest Medical, 1933, 
reported four cases occurring in children. 
Harris, Bell, and Brunn Harold, Novem- 
ber, 1933, published a paper on “Chronic 
Cicatrizing Enteritis; A New Surgical En- 
tity.” This was followed by an article by 
John Honans and G. M. Hass in the New 
England Journal, December 28, 1933, on 
“Regional Ileitis; A Clinical, Not a Path- 
ological Entity.” Brown of the Mayo Clin- 
ic at the American Gastro-Enterological 
meeting, 1934, read a paper on eighteen 
cases of ulcerative bowel lesions in which 
he included a few cases involving the ter- 
minal ileum. From the above one would 
feel that the disease is rare; however, | 
am sure as we become better acquainted 
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Terminal Ileitis. Film six hours after opaque meal. Observe normal contour of cecum, 


proximal dilated loops of small intestine, the narrow and rigid distal loop of ileum, 














JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 97 


with its diagnosis that the literature will 
be flooded with reports. 

Terminal or regional ileitis is an inflam- 
matory, ulcerative, hyperplastic and cic- 
atricial diseased process, involving the dis- 
tal end of the small bowel, running up to 
and including the ileo-cecal valve. It is 
characterized clinically by lower abdomi- 
nal pain, diarrhea, and fever running a 
chronic course of from one to twenty 
years, with signs of progressing intes- 
tinal obstruction. 

Thus far, most of the cases reported are 
in early adult life. Males are affected over 
females in the proportion of two to one. 
The exact cause is unknown. The theor- 
ies which have been put forth are the same 
as those in colitis, namely, bacterial infec- 
tion, food allergies and nutritional disor- 
ders. 

The subjective symptoms are as fol- 
lows: 

1. Diarrhea. 

2. Lower abdominal pain. 

3. Vomiting. 

4. Fever. 

5. Nervous phenomena. 

6. Loss of weight. 

The diarrhea is usually not severe, the 
patient giving a history of perhaps three 
to five bowel movements a day. There may 
be intervals of months duration in which 


only normal bowel movements are noted. 
Constipation may alternate with diarrhea. 
Blood in the stool is nearly always pres- 
ent at some time during the chronic course. 
If there is an extensive ulceration of the 
bowel, a pancreatic-like stool may result. 
This is a large bulky stool which upon ex- 
amination shows an increase in the amount 
of undigested fat. Grossly, the stool ap- 
pears as though oil had been poured into 
the residue. Large fat droplets are seen 
to rise along the sides of the jar. Only 
when a great deal of the absorptive sur- 
face of the bowel is destroyed do we get 
this type of stool. Sometimes the gross ex- 
amination will not disclose the fat. Then 
in suspicious cases, a chemical quantitative 
test must be run on the stool to determine 
the percentage of fat. In usual cases a 
simple mucous type of diarrhea is encoun- 
tered, sometimes the number running quite 
high. Rarely is tenesmus seen and one 
does not get the urgency and gripping at 
stool as is seen in colitis and rectal dis- 
turbances. 

The abdominal pain may be described as 
dull aching, cramplike, gripping, colicy, 
situated in the lower abdomen and usually 
the lower right quadrant. Rarely does it 
require a strong opiate to relieve it. The 
patient has found nothing which will re- 
lieve him. The intake of food causes more 
pain. Forcing the bowels to move by ene- 
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mas relieves only for a short time in a 
few cases. Nearly all of the patients are 
relieved of the acute fulminating attack 
by rest in bed. 


Vomiting at times is the most annoying 
symptom, but usually it is intermittent and 
not that of an impendirig obstruction. 


The fever is of intermittent type, there 
being days or months in which the patient 
is entirely free. During the acute attack 
the fever is of low grade, septic in type 
rising to 100 to 101. Not infrequently, 
however, it may run a more severe course 
as high as 103 to 104. 


All of the patients are highly nervous 
and complain of inability to sleep, gener- 
al bodily aches, hyperaesthesias, paraes- 
thenias, chilly sensations, hot flashes, etc. 
Most of them do not appear very ill and 
are sent to the psychopathic wards with 
a diagnosis of neurasthenia. 


Loss of weight varies considerably, some 
maintaining a fairly constant level, but 
the majority have lost ten pounds or bet- 
ter. 

The localizing signs are very disappoint- 
ing. Sometimes, a mass can be made out 
in the right lower quadrant. If present, 
it may be very obscure, and one is not al- 
ways sure that he is not palpating the 
edge of the rectus muscle. Similarly, ten- 
derness may be slight. If present, it may 
be found at McBurney’s point or around 
the umbilicus. In addition to tenderness, 
a slight rigidity may be found particular- 
ly in the right lower quadrant during the 
severe attacks. Some cases, however, may 
exhibit absolutely nothing; no rigidity, no 
mass, no tenderness, nothing that one may 
put his finger on. It is likely, however, 
that if one examines the patient closely 
that some cue may be obtained by the care- 
ful physical examination. During the ful- 
minating attack one may find exactly the 
same localizing symptoms as are found in 
acute appendicitis, namely: rigidity, Mc- 
Burney’s point tenderness, fever, vomit- 
ing, constipation, Rousing, Bastedo and 
Meltzer’s signs. One may find the same 
head zones involved; that is, an increase 
in the sensitivity of the skin. The surgeon 
who opens up such an abdomen with this 
typical picture of appendicitis and finds 
only a slightly reddened peri-appendicitis 
should investigate immediately the termi- 
nal ileum. If cicatrization and thickening 
of the wall of the intestine has progressed 
to a degree of almost complete obstruction, 
one will find the loops of the bowel dilated 


with gas and the abdomen tympanitic. 
Usually some vomiting occurs, but the 
progress of the obstruction has been so 
slow that the typical vomiting of impend- 
ing obstruction is not present. 

In late cases one is apt to see fistula 
formation to surrounding viscera and ab- 
dominal wall. Fistulae, either to the ab- 
dominal wall or to other viscera, should at 
once arouse the clinician to work cautious- 
ly and demand accurate x-rays of the ile- 
um. The gynecologist and obstetrician are 
brought into the field, when they ob- 
serve vaginal fistulae. The urologist, who 
through the cystoscope observes an unex- 
plained reddened area or a definite fis- 
tulous tract, must at once be alert to the 
fact that the terminal ileum may be the 
underlying cause of the fistula. 


Any appendectomy scar, with a reten- 
tion of the original pain, should receive 
our consideration, for 50 per cent of the 
reported cases have had an appendectomy. 


Laboratory findings are fairly constant, 
with occult blood in the stool, secondary 
anemia and leukocytosis. The x-ray study 
is a pathognomonic feature and it is only 
through this means that we are able to 
definitely and accurately diagnose this le- 
sion. As first seen by Dr. Goldfarb, the 
barium filled ileum appeared as a narrow 
cord with a delay of the progress of the 
barium through the narrow lumen and 4 
dilation of the proximal segment of small 
intestine. The narrowing as displayed on 
x-ray was later described by Dr. John 
Kantor as the “string sign”. Many times 
one may not see such typical narrowing 
in the early cases but only filling defects 
due to small polypoid islands. Later, when 
complete obstruction has occurred and the 
bowel is dilated with gas, one sees on x-ray 
the typical step-ladder appearance of a 
complete obstruction of the small bowel. 
At this time it is impossible to say defi- 
nitely the cause of the obstruction. 


Terminal ileitis must be differentiated 
first, from mucous colitis; second, from 
ulcerative colitis; third, acute and chronic 
appendicitis; fourth, from tuberculosis of 
the bowel; fifth, from a hodge podge of 
diseases of the ileocecal region, such as 
cancer, Hodgkin’s disease, actinomycosis, 
etc. If the lesion of ulcerative colitis is 
located low in the bowel, it is easily seen 
through the proctoscope, but if the lesion 
is in the transverse or ascending colon, 
then only by means of the x-ray are we 
able to differentiate it from terminal ile- 
itis. Usually colitis has more tenesmus at 
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stool, more blood and pus in stool examin- 
ation, and in many instances more bowel 
movements. Ulcerative colitis cases are 
usually more ill and have lost more weight 
than those of ileitis. Mucous colitis has 
more mucous, as a rule, even to the point 
of passing great casts which seem to con- 
form to the shape and contour of the bow- 
el. Slight blood may occur in mucous co- 
litis and low grade fever. The x-ray ex- 
amination is always necessary in every 
mucous colitis case to rule out terminul 
ileitis. 

The fulminating attack of acute appen- 
dicitis cannot be differentiated from te:- 
minal ileitis only at operation. In chronic 
appendicitis, in those cases in which the 
barium fills the appendix, one may find 
that the appendix on fluoroscopy is bound 
down to surrounding structures, but never 
is the lumen of the terminal ileum nar- 
rowed as displayed on x-ray. 

In tuberculosis of the ileocecal region 
there is an increased motility of barium 
as shown on x-ray, while in terminal ile- 
itis there is a decreased motility together 
with the typical string sign. The Von Pir- 
quet test may be negative in terminal ile- 
itis, especially in younger individuals and 
guinea pig inoculation is always negative. 
In tuberculosis of the intestine, one nearly 
always finds evidence of tuberculosis in 
other parts of the body and a definite dis- 
tortion of the cecal shadow, because the 
cecum as well as the ileum and the valve 
are involved. 

Cancer in the ileocecal region is dem- 
onstrated on x-ray by the typical filling 
defects. 

There is perhaps two other diseases 
which should be mentioned in the differ- 
ential diagnosis: First, amebic dysentery. 
Amebic infection is demonstrated by the 
finding of the motile or encysted stage of 
the endamoeba histolytica in warm stool 
examination. Second, giardia flagellate 
diarrhea. These flagellates are demon- 
strated either on warm stool or duodenal 
fluid microscopical examination. The gi- 
ardia never cause blood in the stool. 


Upon examination of the resected spec- 
imen, the bowel has a hose-like feel, the 
wall is thickened and miliary abscesses 
may be found in the mesentery or among 
the adhesions and folds of peritoneum. 
Normal bowel may be found among areas 
of ulceration. The entire mass may be so 
bound down as to have the appearance of 
cancer. The wall of the bowel is thickened 
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and the lumen narrowed and irregularly 
aistorted. The proximal segments are usu- 
ally greatly dilated. The mesentery is 
thickened and fistulous tracts are found 
within its walls. The neighboring lymph 
glands are enlarged, soft and hyperplas- 
tic. These fistulous tracts may connect to 
the bladder, ascending colon, transverse 
colon, and even the descending colon. They 
may run to the tubes or empty into the 
small bowel. Some of the tracts may end 
blindly in a miliary abscess in the peri- 
toneal cavity. 

The microscopical picture is a varied 
one, in the predominance of polymorpho- 
nuclear, round cell and fibrous ingrowth. 
Giant cells may be demonstrated in the 
presence of foreign body vegetable cells. 
The pathological specimens have been mis- 
taken for tuberculosis because of this for- 
eign body giant cell found in the tissues, 
but the research work done in the Mt. 
Sinai Hospital, New York City, has failed 
to demonstrate the presence of tubercle 
bacilli on cut section or on guinea pig in- 
oculation. Two of the cases studied were 
in young adults with negative tuberculin 
tests. 

The treatment is chiefly surgical, which 
consists of a resection of the diseased ile- 
um far beyond the areas of involvement, 
with an ileo-transverse colostomy. In sev- 
eral cases a distal resected ileum again 
became infected and it was necessary to 
do a second operation, resecting the distal 
ileum and transplanting it distally to the 
old ileo-transverse colostomy. Following 
operation, most cases do well. An opera- 
tive mortality rate of 5 per cent is en- 
countered. Two or three of the cases re- 
ported have developed a functional diar- 
rhea due to the resection of too much of 
the absorptive surface of the bowel. Nev- 
er was the diarrhea severe enough to in- 
capacitate the patient, and as time goes 
on, normal bowel take over the absorptive 
function and accommodates for the loss of 
those vital resected portions. 


In those cases in which several feet of 
bowel are involved in the ulcerative proc- 
ess, it may be necessary to treat the pa- 
tient medically. This treatment is aimed 
at combating the anemia and the severe 
diarrhea, supplying the patient abundant- 
ly with all of the vitamins. If the patient’s 
rhysical condition is satisfactory, anti- 
dysentery serum intravenously, Bargen’s 
diplo-streptococcic serum, may be tried, or 
an autogenous vaccine made from stool 
cultures may be given, first subcutaneous- 
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ly and then intravenously. Lron in some 
form is best given intravenously. A non- 


residue nourishing diet is essential. 
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VOLVULUS: TORSION OF THE WHOLE MESENTERY 


H. M. McCuure, M.D. 
CHICKASHA 


Torsion of the entire small intestine up- 
on its own axis is regarded as one of the 
causes of intestinal obstruction. I believe 
that many cases are mis-diagnosed because 
of the fact that the grouping of symptoms 
is unusual, the exact diagnosis always dif- 
ficult, and the pathology often overlooked. 
A review of the literature shows that only 
thirty-seven cases which involved the en- 
tire small intestine have been reported. 
Because of this great rarity it seems de- 
sirable to place on record a case of intes- 
tinal obstruction, caused by a twisting of 
the entire small intestine upon its mesen- 
tery, associated with multiple diverticulo- 
sis of the ileum. 


Case Report: S. W., male, aged 58 years, entered 
the hospital with the following history: Three days 
prior to admission he ate a hearty dinner, and some 
two hours afterwards he had an attack of severe gas- 
tric and intestinal pain, accompanied by vomiting 
which relieved him. That same evening his bowels 
moved, and thinking he had some form of indiges- 
tion he took a cathartic before he retired for the 
night. During the middle of the night the pain re- 
turned and again vomiting brought relief; this vom- 
itus was bile stained but did not contain blood or 
feces. The next day he took some castor oil which 
was not retained; then an enema was given with no 
results. By now the pain was constant and seemed 
to center around the umbilicus. Anything given by 
mouth seemed to make the pain more severe, and 
produced vomiting. The routine of castor oil and 
enemas was continued but with no results, until the 
patient became so ill that it was thought necessary 
to send him to the hospital. 


Past History: For the past few years he had had at- 
tacks of abdominal pain which were generally re- 
lieved by taking soda or by vomiting. These attacks 
have increased in frequency and severity. He formed 
the habit of taking cathartics two or three times each 





week as he believed constipation produced these at- 
tacks. 


Physical Examination: This male, about fifty-eight 
years of age, was acutely ill and vomitine. He com- 
plained of a severe pain over the whole abdomen. 
His face was pale and covered with perspiration. The 
abdomen was greatly distended, peristaltic waves were 
visible over entire abdomen. There was moderate 
tympanites and tenderness to pressure everywhere and 
the left lower quadrant seemed to be rather doughy, 
and there was shifting dullness on both sides. No 
mass was discovered on palpation of the abdomen or 
on rectal examination. The man was dehydrated and 
in shock. Temperature 97 degrees, pulse 100, and very 
weak; respiration 30. The onset, pain, and vomiting 
suggested an ileus. The persistent constipation sug- 
gested an obstruction, but there had been no fecal 
vomiting, and enough time had passed for this to 
appear. A diagnosis was made of intestinal obstruc- 
tion, probably due to a low left-sided malignancy, 
and early operation advised 


Operation: When the abdomen was opened loops 
of small bowel which were purplish and greatly dis- 
tended with fluid, issued from the incisional open- 
ing, accompanied by a large amount of reddish-tinged 
fluid. The incision was enlarged to one inch above 
the umbilicus which allowed more intestinal loops 
to escape, these being covered by warm compresses. 
Being convinced that the obstruction was low, the 
sigmoid and descending colon were examined; both 
were collapsed and empty. A careful search for the 
caecum failed, but proved that it was absent from 
the right side. After some time the caecum was found 
in the left hypochondrium; it was empty as was also 
about six inches of the terminal portion of the ileum. 
On trying to follow the small intestine it was found 
to be immobile and seemingly fixed to the posterior 
abdominal wall. On one of the exposed loops a di- 
verticulum about the size of an orange was noticed; 
this was removed, as this was probably the pathology 
sought. But upon examining more of the distended 
loops numerous diverticulii were found, some fifty 
to sixty in number, ranging in size from an egg to 
a small marble. These were easily demonstrated es 
they were distended with fluid, and all being located 
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near the mesenteric attachment. Again trying to fol 
low the ileum: it seemed to curve behind a peritoneal 
fold, so a complete evisceration was done and a visu- 
al examination was then possible. The mass of in 
testines were covered by warm compresses and pushed 
to the left side; a twisted mesentery, the twist being 
counter clock-wise, was now visible. With the mass 
f intestines held between the wide spread hands, a 
detorsion was possible by turning the entire mass 
clock-wise. After two complete turns were made the 
intestines and mesentery were restored to their nor- 
mal position. Immediately peristalsis began, the pass- 
ing of gas and feces thru the different loops produced 
loud gurgling noises, and the patient began to vomit 
large amounts of liquid feces; at the same time a 
large amount of this same material was escaping thru 
the rectum. A stomach tube was inserted into the 
stomach and a gallon of green fecal fluid was ob- 
tained. A rapid closure was done as it was apparent 
that the patient was being drowned in his own fecal 
fluid. Stimulants, oxygen, and artificial respiration 
were given but the patient expired in two hours. 


Literature: In reviewing the literature 
I am unable to find any report of volvulus 
of the small intestine associated with mul- 
tiple diverticulosis, therefore in reviewing 
and discussing the above case | will omit 
the diverticulosis, a subject which has in 
it enough material for an independent con- 
tribution. 


The first cases of total or sub-total vol- 
vulus were found in the course of autop- 
sies on subjects who apparently died from 
intestinal obstruction. In 1898 Delbert,’ 
Routier, Kirmisson,” and Reynier* of 
France published a list of cases and dur- 
ing that same year a case was described 
by Thornton.’ In 1900 Bassinot* wrote a 
thesis on this subject, and in 1905 Lerda’' 
and Costa* wrote the first Italian version 
of this condition. The first German lit- 
erature appeared in 1898, by Helmsmul- 
ler,” and this was followed by Wilm” in 
1903. In 1910 Hubner’s” Memoirs with 
a large bibliography was the most complete 
work on volvulus. In the meantime, in 
1903, Vaughan,”, an American, gathered 
from the literature a collection of 60 cases, 
of which 20 were cases of volvulus of the 
entire small intestine, and 40 were cases 
of volvulus of parts of the ileum. In the 
first group there were 17 operations with 
13 deaths, and in the second group there 
were 34 operations with 17 deaths. To 
these Vaughan added the record of his pa- 
tient who was operated and recovered. 
Since Vaughan’s collection appeared the 
following cases have been reported: Wei- 
ble,” in 1914, reported a case which was 
operated and recovered. This was fol- 
lowed by Vaughan, who again, in 1917, re- 
ported a fatal case. Garrow in this same 
year reported a fatal case. In 1920 Wise” 
and Sabawala” reported a case each which 
recovered following operation. Billington“ 
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that same year reported a fatal case, and 
this was followed by Tees, who, in 1922, 
reported two cases, both of which were op- 
erated and died. In 1924 Wheeler report- 
ed a case with recovery. This was fol- 
lowed by Lawson’s” report of a fatal case 
in 1927. Lusena,” in 1928, reported a case 
that recovered, and in 1929 Guibal” re- 
ported four cases, in which the entire small 
intestine was involved; only one of this 
group died. This same year Valkanyi” re- 
ported a case which recovered. 


The present case is the thirty-first case 
of volvulvus of the entire small intestine 
to be operated, out of which fourteen have 
survived, showing excellent operative re- 
sults which compare favorably with the 
mortality found in other forms of intes- 
tinal obstruction, which were not operat- 
ed at once. 


Prevalence: Surgeons are not agreed as 
to the rarity of volvulvus; for example, 
Faltin, on the basis of statistics in Fin- 
land, says that volvulvus of the small in- 
testine causes one case in eleven of intes- 
tinal obstruction, while the writings of 
Spassokokuzi" reveal that among forty- 
seven cases of occlusion of the intestine 
there were eighteen cases of volvulvus, 
‘These statistics show that in Eastern Eu- 
rope not only is occlusion from volvulus 
frequent but that volvulus of the small 
intestine predominates. In Germany and 
Western Europe occlusion from volvulvus 
of the large intestine is most frequens. 
The Italian statistics of Margarucci” 
shows 723 cases of intestinal obstruction 
of which twenty-one were cases of volvul- 
vus of the small intestine; that is, one in 
thirty-eight cases. In the Massachusetts 
General Hospital during twenty years 
there were tabulated 239 cases of intes- 
tinal obstruction, of which twenty-five 
were due to volvulvus; this included tea 
cases of volvulvus of the small intestine, 
one of which was a case of torsion of the 
entire mesentery. 

Etiology: There are several congenital 
anomalies which may produce volvulvus 
of the intestine. These are generally found 
in the new-born and nursing infant, but 
I fail to find any reported case of volvul- 
vus of the entire small intestine which oc- 
curred in the infant. According to Bos- 
quette” most patients with volvulvus have 
long mesenteries, permitting a greater 
range of motion of the mesentery and in- 
testines during peristalsis. Congenital mal- 
development of the mesenteric pedicle in 
the shortening of its vertical attachment 
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to the posterior abdominal wall has fre- 
quently been present. Three of Guibal’s 
cases supported his theory that a peri- 
toneal band at the base of the mesenteric 
attachment will give rise to volvulvus if 
the peristaltic waves are arrested by such 
a band. Tees contends that volvulvus is 
often due to the disordered peristaltic ac- 
tion of the intestines. Another congenital 
condition, frequently seen, is a non-rota- 
tion of the common mesentery and large 
bowel, which usually occurs during the 
fourth fetal month. Another congenital 
cause, which was seen in my case, is Meck- 
le’s diverticulum, which represents the re- 
mains of the- proximal part of the vitel- 
line duct, the duct of communication be- 
tween the yolk-sac and the primitive di- 
gestive tube in early fetal life. 


Many acquired causes have been noted 
from time to time. Kanavel, Van Hook 
and Allbutt state that volvulvus has been 
due to old scar formation and chronic 
mesenteritis; such was the case reported 
by Valkanyi. Other authorities contend 
that vegetable or bulky diet result in in- 
testinal atony or chronic constipation, thus 
largely contributing to a twisting of the 
bowel. The numerous Russian writings 
reveal that the majority of cases of volvul- 
vus were much more frequent in times of 
economic distress. I do not know whether 
this is due to inanition, as would be indi- 
cated by the observations of Mirotwozn 
on the frequency of volvulvus in dogs dead 
of hunger, or because of the indigestibil- 
ity of poor food, as assumed by Vaughan 
and some of the Russian surgeons. This 
theary..is..well supported by Gibson who 
states that as a result of chronic constipa- 
tion the intestine becomes distended, the 
mesentery lengthened and narrowed by 
traction. If now on some particular occa- 
sion the upper loop is distended by an ac- 
cumulation of feces, a sudden jar of the 
body, a violent muscular effort, or a pres- 
sure upon the abdomen, may be sufficient 
to cause the upper loop to fall downward 
over the lower loop, the rotation is thus 
started; further distension of the twisted 
gut serves to render the twist more com- 
plete and incapable of spontaneous reduc- 
tion. Strangulation of the bowel and mes- 
entery follows. 

This theory was also substantiated by 
my case in which the numerous diverticulii 
caused an. induration and hypertrophy of 
the gut wall and mesentery. This increased 
weight of the ileum plus the muscular ef- 
fort of vomiting caused the upper part of 
the small intestine to act as a pedicle and 






start the twist. I believe that the numer- 
ous attacks of abdominal pain and vomit- 
ing of my patient were due to a diverti- 
culosis. 

Age: Volvulvus is definitely associated 
with adult life, the average age being 45 
years. 

Location: More than one-half of the re- 
ported cases of volvulvus are at the sig- 
moid flexure, fewer at the caecum, and 
fewest in the small intestine. 


Degree and Direction of Torsion: The 
degree of torsion in most cases has been 
180°; in two patients it was only 90°, and 
in three it was 720°. Lawson” states that 
a rotation from 270° to 320° is usually 
necessary to produce an occlusion of the 
gut. Garrow’s” patient had a twist three 
and one-half times or one of 1260 degrees. 
These differences in torsion, | believe, are 
due to the length and breadth of the mes- 
entery, the height of its root, its obliquity, 
and the course of the vessels. In most 
cases the direction of the twist has been 
clock-wise, the ratio being about 12 to 1. 
The case I am reporting had a twist of 
720° and was counter clock-wise. 


Symptoms: As my experience is limited 
to one case I am forced to give the symp- 
toms found by the notable authorities in 
conjunction with the symptoms found in 
my case. 


Constipation is the usual and persistent 
symptom, associated with attacks of ab- 
dominal pain and vomiting, Fecal vomit- 
ing is seldom seen and must be considered 
a very diagnostic point especially if the 
patient is seen many hours after the on- 
set. This is due to the fact that if the en- 
tire small intestine is involved it is un- 
able to empty itself due to the occlusion 
usually located near the duodenum. Blood 
is seen in the vomitus if the occlusion has 
been sudden and severe. 

The pain is variable as it depends upon 
the amount of mesenteric and intestinal 
twist; it may be sudden or severe and ac- 
companied by shock. The picture can 
range from a calm, peaceful patient with 
slight abdominal discomfort to a patient 
in shock, collapse and dying. 

The temperature is usually sub-normal! ; 
the pulse is seldom quickened until collapse 
threatens. 

Diagnosis: | am convinced that it is im- 
possible to make an accurate pre-operative 
diagnosis in these cases but one should 
suspect a volvulvus when the picture is not 
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perfect for any other cause for intestinal 
obstruction. Even with the abdomen open, 
an accurate diagnosis may be difficult as 
borne out by the fact that four operators 
—Debrie, Kirmisson, Delbet and Delore— 
were unable to find the real cause for the 
obstruction until the case came to autopsy. 
This should convince us that in any given 
case of intestinal obstruction we should 
never close the abdomen until that ob- 
struction is found, though it may require 
complete evisceration of the intestines. 


The following seem to be salient facts 
upon which we can base our diagnosis in 
any given case of intestinal obstruction: 


1. Persistent constipation. 

2. Pain, most often centering in 
the umbilical region. 

3. Obstruction and meteorism. 

4. Persistent vomiting. 

5. Slight change in temperature 
and pulse, until there are signs 
of impending death. 

6. Roentgen examination is in- 
valuable. 

Prognosis: Without operative interfer- 
ence the mortality is 100 per cent; the 
mortality of the operated patients depends 
upon an early diagnosis. All of the re- 
ported successful operations have been on 
patients who were seen less than forty- 
eight hours after the onset. If the mes- 
enteric vessels have become thrombosed 
the patient will probably die, regardless 
of what is done. 


Treatment: The preoperative treatment 
is the same as is used for any other form 
of intestinal obstruction although I do not 
believe much time should be wasted try- 
ing to get the patient into good operative 
shape. Give salines and glucose, then op- 
erate immediately, as there is entirely too 
much pathology present to be overcome by 
the administration of the various pre- 
scribed preoperative treatments for intes- 
tinal obstruction. Early median incision, 
exploration of the mesenteric root, com- 
plete evisceration, and detorsion are the 
essential procedures. If the torsion is pres- 
ent do a compiete evisceration, and with 
the mass of intestines held in the wide 
spread hands, detorsion is relatively easy. 
Never should there be any rough manip- 
ulation, either in making a diagnosis with 
the abdomen open or in correcting the 
torsion. If the nutrition of any of the 
loops has suffered, it may be necessary 0 
do a resection. With regard to the treat- 
ment of the complex entanglements of sev- 
eral loops or of several segments no defi- 
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nite rules can be formulated. In cases with 
embryonic position of the colon, it may be 
necessary to fix it in the normal position; 
and if the condition appears to be chronic, 
it may be necessary to suture a portion bf 
the mesentery to the anterior abdominal 
wall. 


Comment: This was an unusual case 
from two standpoints: First, because of 
the multiple diverticulii, and second, be- 
cause of the volvulvus of the entire small 
intestine. To review the literature and se- 
lect the cases has been a matter of great 
difficulty because the essential facts were 
given only by a few and their reports en- 
tirely too brief. These cases could easily 
be checked if they had a similar title. | 
am in accordance with Weible, who states 
that the phrase “torsion of the whole mes- 
entery” should appear with every report. 


SUMMARY 


1. Torsion of the entire small intestine 
upon its own axis is unusual but has prob- 
ably been overlooked many times. 

2. The causation of these rotary entan- 
glements is very obscure. 

3. The mortality depends upon an ear!y 
diagnosis. 

4. Detorsion is usually easily accom- 
plished. 


5. Do not close any abdomen until the 
obstruction is found though it necessitates 
complete evisceration. 


6. Practically it is necessary to take the 
condition as it is and to unravel the situ- 
ation in the simplest way possible. 
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DISABILITIES OF HAND RESULTING FROM 
LOSS OF JOINT FUNCTION 

Sumner L. Koch, Chicago (Journal A. M. A., Jan. 
5, 1935), emphasizes the fact that disabilities of the 
hand due to loss of joint function are so common 
and so difficult of correction, once they have devel- 
oped, that one cannot lay too great stress on their 
prevention following infection and injury by main- 
taining the immobilized hand in the position of func 
tion and by inaugurating active movement at the af- 
fected joints at the earliest possible moment. If the 
disability, once it has developed, is confined to a 
limitation of movement, improvement can be obtained 
frequently by the efficient use of splints and the ap- 
plication of well directed physical therapy. Manip- 
ulation under an anesthetic is helpful in a few and 
in well selected cases but, as often carried out, is 
quite as likely to increase the disability as to lessen 
it. If complete fixation has taken place, some form 
of active surgical treatment must be carried out 
Shaw's operation, separation of the collateral liga- 
ments from their proximal attachment, has proved of 
definite value in cases of fixation in extension at 
the metacarpophalangeal and interphalangeal joinis 
Silver's operation, subperiosteal separation of the volar 
portion of the joint capsule from its proximal at- 
tachment, has been of value in selected cases of fixa- 
tion in flexion at the interphalangeal joints. If bony 
ankylosis has developed, arthroplasty comes into con- 
sideration. Although the results in his exverience 
have been far from perfect, the author has secured 
definite improvement in a considerable group of cases 
and he believes that, with greater care in the opera- 
tive procedure and more persistent efforts to secure 
active movement following operation still better re- 
sults can be attained. 
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SCARLET FEVER 


Of 5,377 cases of scarlet fever studied, Pascal F 
Lucchesi and James E. Bowman, Philadelphia (Jour 
nal A. M. A., October 6, 1934), administered scarlet 
fever antitoxin in 3,045 and not in 2,332. In a com- 
parison of the serum with the nonserum treated cases, 
a slight decrease in the number of febrile days in 
the mild and moderate groups was noted, and a sub- 
stantial reduction in the severe group. The incidence 
of complications was definitely less in the serum 
treated cases in comparison with those not so treated 
This effect was most prominent in the severe group 
Serum reactions occurred in 36.3 per cent of the pa- 
tients treated with antitoxin. The use of ephedrine 
compounds had a slight effect on the prevention of 
serum disease. 


Oo 


REGIONAL (TERMINAL) ILEITIS: ITS ROENT- 
GEN DIAGNOSIS 


John L. Kantor, New York (Journal A. M. A., Dec. 
29, 1934), points out that in obscure cases of apparent 
colitis a roentgen study of the small intestine may 
reveal the presence of a terminal (regional) ileitis 
The roentgen study of the small intestine is based 
on the careful observation of a progress meal from 
the time the cecum begins to fill to the time the ileum 
should normally be empty. The chief roentgen signs 
in regional ileitis affects the colon and the terminal 
ileum. The changes in the colon, however, are likely 
to be reflex in nature. The chief changes in the ileum 
are: Filling defect just proximal to the cecum, ab- 
normality in contour of the last filled loon of ileum, 
dilation of ileac loops just proximal to the lesion 
and a “string sign” representing the actual lesion. 
The “string sign,” though characteristic, is not path- 
ognomonic of ileitis. It may be present in other sten- 
osing processes in this region. When present, how- 
ever, the diagnosis of terminal ileitis must be given 
consideration. 


— ——O 
CRITERIA OF CURE OF GONORRHEA IN THE 
MALE 


Ambrose J. King, London, England (Journal A. M 
A., Jan. 19, 1935), points out that no investigation 
as to cure need be undertaken in the gonorrheal pa- 
tient who has a persistent urethral discharge or whose 
urine shows evidence of infection. To this main prin- 
ciple exceptions are rare. Palpation of the prostate 
is seldom of much assistance in the treated case. Pal- 
pation of the seminal vesicles is likely to give some 
positive information, but this is of little value when 
vesiculitis has been recognized and treated. The mac- 
roscopic examination of the vesicular fluid and the 
microscopic examination of the vesicular and prostatic 
fluids are of great importance. Unsatisfactory micro- 
scopic tests are strong evidence against cure Vesiculo- 
prostatic culture by Price’s method constitutes an im 
portant advance in accurate diagnosis. The test re- 
peated at monthly intervals over a period of time 
constitutes the absolute criterion of cure when all 
other tests have proved satisfactory. Recent improve- 
ments in the complement fixation test for gonorrhea 
have increased in sensitivity and enhanced its value 
in testing for cure. A positive serum result in a pa 
tient who has not received injections of gonococcus 
vaccine within the preceding six weeks is reliable 
evidence against cure. Negative blood serum results 
on successive occasions in the course of treatment are 
evidence of efficient treatment but not necessarily of 
cure. A provocative diet, including alcohol, is some- 
times of value as a preliminary to the final series of 
tests and should be employed. 
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EDITORIAL | 
THE MEDICAL SCHOOL 


It seems a shame that the Medical 
School of our University has to be made 
a target by politicians. Why is it that a 
so well conducted institution of higher 
learning cannot be managed by its Dean, 
the President of the University and Board 
of Regents? This is a perfectly legal pro- 
cedure and satisfactory to everyone unless 
he may have some political axe to grind. 
The people of Oklahoma in general, and 
the medical profession in particular, have 
watched with pride the development of 
our Medical School from a Class C insti- 
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tution to Class A, recognized throughout 
the nation as presenting a teaching cur- 
riculum of high standards and graduating 
into the medical profession men and wom- 
en well fitted to practice the healing art. 
We have been particularly fortunate in 
having the services of such men as Drs. 
LeRoy Long and L. J. Moorman to head 
this school, and while they may not be 
educated to cope with the politician when 
he attempts to create false impressions as 
to the conduct of the institution, they have 
both worked faithfully and efficiently in 
the development of a fine medical school 
and should not be interferred with by poli- 
ticians but left as they should be, respon- 
sible to the President of the University 
and the Board of Regents. 

There are now about seven hundred and 
fifty graduates of the Medical School dis- 
tributed all over the world; there are two 
hundred and ninety-eight located in fifty- 
two counties in Oklahoma. In the fresh- 
man class this year there are sixty mem- 
bers selected from over six hundred ap- 
plicants and these students come from 
thirty-three counties. The ones selected 
are all thoroughly prepared to take up the 
study of medicine. Besides our own grad- 
uates, we have many who have taken in- 
ternship, many young ladies now under 
training for the nursing profession and 
several hundred who are graduates from 
the nurses’ training school connected with 
the Medical School and University Hospi- 
tal. These graduates from the Medical 
School, training school for nurses and in- 
terns are displaying with pride their di- 
ploma or certificate of service in the hos- 
pital. 

If the politicians will keep their hands 
off and leave the conduct of these institu- 
tions to trained educators this high stan- 
dard will be retained. Conversely, if the 
medical department is booted about by 
investigating commitvees composed of men 
not trained in medical education, it will 
become a political institution, lose its clas- 
sification and the former students can 
only blush when reference is made to their 
alma mater. 

May the people of the state see to it 
that political manipulation does not de- 
stroy the fine work and cooperative spirit 
existing in the faculty and keep the admin- 
istration of our Medical Department in the 
hands of those trained to manage such an 
institution. 
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DOCTOR CHARLES M. PEARCE 
Oklahoma State Health Commissioner 

Organized medicine in Oklahoma for the 
first time since statehood is delighted to 
have a State Health Commissioner select- 
ed by the Governor from a list submitted 
by the Council on his request. This new 
member of the Governor’s cabinet is a 
man of experience in public health work 
and will be able to procure assistance from 
the U. S. Public Health Department and 
various foundations interested in this sort 
of work. 

We wish to extend to Governor Marland 
our sincere thanks for giving the medical 
profession of the state this opportunity to 
assist in the selection of this officer and 
we appreciate this friendly gesture toward 
our profession. 

That Dr. Pearce will fulfill our expecta- 
tions in his new capacity we have no doubt 
and can assure him of our fullest coopera- 
tion. 

WELCOME TO NEW COMMISSIONER 
OF HEALTH FROM RETIRING 
COMMISSIONER 

The Governor has made a very wise 
choice in selecting the state health com- 
missioner for the coming four years. 

Dr. Charles M. Pearce is one of the out- 
standing health officers in the state. He 
is competent, eminently qualified and a 








gentleman of the highest type and in- 
tegrity. 

I sincerely hope that the medical pro- 
fession will wholeheartedly give him the 
loyalty and support that they have given 
to the retiring commissioner during his 
administration. 

With best wishes to the Commissioner 
of the State Health Department, and sin- 
cere thanks for the loyalty and splendid 
cooperation of the medical profession, | 
am, 

Fraternally yours, 
G. N. BiLBy, M.D., 
Alva, Oklahoma. 





A TIMELY MOVE 

It is a very significant fact that the 
Trustees of the American Medical Asso- 
ciation deemed it necessary to call a spe- 
cial meeting of the House of Delegates t» 
consider legislation proposed in the pro- 
gram for social security which is being 
formulated now in Congress in the Wag- 
ner Social Insurance Bill. Some phases of 
this measure should certainly be directed 
by the physicians of the nation through 
the only organization which can speak for 
them—The American Medical Association. 
Particularly must we interest ourselves in 
the plan for compulsory health insurance. 
We must with great force protest this fea- 
ture and let our members of Congress 
know that the medical profession in Okla- 
homa is prepared to give the best of serv- 
ice to the patient in the low wage scale and 
make a charge well within:his ability to 
pay. Now don’t confuse this class with 
the unemployed ; the class referred to in the 
bill is the employed whose average monthly 
income is less than $250.00, and not those 
enrolled for Federal relief, either as em- 
ployable or unemployable. 

The dangers and reasons for opposition 
are well set out in the report of the Ref- 
erence Committee of the House of Dele- 
gates, which was unanimously adopted, 
and which we are publishing for your in- 
formation. 

This is well worth your attention and 
after you have given it consideration com- 
municate with your Congressman and Sen- 
ators advising them that the physicians of 
Oklahoma protest the portion of this biil 
relating to compulsory health insurance 
and are in a position to meet the medical 
and surgical requirements of all patients 
within the class covered by this proposed 
measure, 
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REPORT OF DELEGATES TO A. M. A. 





Tulsa, Okla., Feb. 18, 1935. 
Dr. L. S. Willour, 
Secretary-Treasurer, 
Oklahoma State Medical Ass’n, 
McAlester, Oklahoma. 


Dear Doctor: 


Your delegates have just returned from 
the called meeting of the A. M. A. in Chi- 
cago. As you requested a report in time 
to get into our Journal this week, we think 
that the full report of the Reference Com- 
mittee covers everything very explicitly, 
so we are attaching it and request that 
you publish same in full, so that all the 
members of our organization will have an 
opportunity to familiarize themselves with 
same, 

W. ALBERT COOK, 
McCLAIN ROGERS, 
HORACE REED. 


Report of the Reference Committee Special Session 
House of Delegates, A. M. A., February 15 
and 16, 1935. 


Your reference committee, believing that regimen- 
tation of the medical profession and lay control of 
medical practice will be fatal to medical progress 
and inevitably lower the quality of medical service 
now available to the American people, condemn ‘un- 
reservedly all propaganda, legislation or political 
manipulation leading to these ends 


Your reference committee has given careful con- 
sideration to the record of the Board of Trustees of 
the previous actions of this House of Delegates con 
cerning sickness insurance and organized medical care 
and to the account of the measures taken by the 
Board of Trustees and the officials of the Associa 
tion to present this point of view to the government 
and to the people 


The American Medical Association, embracing in 
its membership some 100,000 of the physicians of the 
United States, is by far the largest medical organiza 
tion in this country. The House of Delegates would 
point out that the American Medical Association <s 
the only medical organization open to all reputable 
physicians and established on truly democratic prin 
ciples, and that this House of Delegates, as constit- 
uted, is the only body truly representative of the 


medical profession 


The House of Delegates commends the Board of 
Trustees and the officers of the Association for their 
efforts in presenting correctly, maintaining and pro 
moting the policies and principles heretofore estab 


lished by this body 


The primary considerations of the physicians con- 
stituting the American Medical Association are the 
welfare of the people, the preservation of their health 
and their care in sickness, the advancement of med- 
ical science, the improvement of medical care, and 
the provision of adequate medical service to all the 
people. These physicians are the only body in the 
United States qualified by experience and training to 
guide and suitably control plans for the provision 
of medical care. The fact that the quality of medical 
service to the people of the United States today 1s 


better than that of any other country in the world 
is evidence of the extent to which the American med 
ical profession has fulfilled its obligations 


The House of Delegates of the American Medical 
Association reaffirms its opposition to all forms of 
compulsory sickness insurance whether administered 
by the Federal government, the governments of the 
individual states or by any individual industry, com- 
munity or similar body. It reaffirms, also, its en 
couragement to local medical organizations to estab- 
lish plans for the present economic conditions, by 
voluntary budgeting to meet the costs of illness. 


The medical profession has given of its utmost to 
the American people, not only in this but in every 
previous emergency. It has never required compul 
sion but has always volunteered its services in anti- 
cipation of their need 


The Committee on Economic Security, appointed 
by the President of the United States, presented in a 
preliminary report to Congress on January 17 eleven 
principles which that committee considered funda- 
mental to a proposed plan of compulsory health in- 
surance. The House of Delegates is glad to recog- 
nize that some of the fundamental considerations for 
an adequate, reliable and safe medical service estab 
lished by the medical profession through years of 
experience in medical practice are found by the com 
mittee to be essential to its own plans 


However, sO many inconsistencies and incompata 
bilities are apparent in the report of the President's 
Committee on Economic Security thus far presented 
that many more facts and details are necessary for a 
proper consideration 


The House of Delegates recognizes the necessity 
under conditions of emergency for Federal aid in 
meeting basic needs of the indigent; it denrecates, 
however, any provision wherebv Federal subsidies for 
medical services are administered and controlled by 
a lay bureau. While the desirability of adequate med 
ical service for crippled children and for the preset 
vation of child and maternal health is beyond ques 
tion, the House of Delegates deplores and protests 
those sections of the Wagner Bill which place in the 
Children’s Bureau of the Department of Labor the 
responsibility for the administration of funds for these 
purposes 


The House of Delegates condemns as pernicious 
that section of the Wagner Bill which creates a social 
insurance board without specification of the character 
of its personnel to administer functions essentially 
medical in character and demanding technical know! 
edge not available to those without medical training 


The so-called Epstein Bill, proposed by the Amer 
ican Association for Society Security now being pro- 
moted with propaganda in the individual states, is 
a vicious, deceptive, dangerous and demoralizing meas 
ure. An analysis of this proposed law has been pub 
lished by the American Medical Association. It in- 
troduces such hazardous principles as multiple tax- 
ation, inordinate costs, extravagant administration and 
an inevitable trend toward social and financial bank- 
ruptcy. 


The committee has studied this matter from a 
broad standpoint, considering many plans submitted 
by the Bureau of Medical Economics as well as those 
conveyed in resolutions from the floor of the House 
of Delegates. It reiterates the fact that there is no 
model plan which is a cure-all for the social ills any 
more than there is a panacea for the physical ills 
that affect mankind. There are now more than 150 
plans for medical service undergoing study and trial 
in various communities in the United States. Your 
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Bureau of Medical Economics has studied these plans 
and is now ready and willing to advise medical so- 
cieties in the creation and operation of such pians. 
The plans developed by the Bureau of Medical Eco- 
nomics will serve the people of the community in 
the prevention of disease, the maintenance of health 
and with curative care in illness. They must at the 
same time meet apparent economic factors and protect 
the public welfare by safeguarding to the medical 
profession the functions of control of medical stan- 
dards and the continued advancement which is vital 
to the highest type of medical service. 


In the establishment of all such plans, county med- 
ical societies must be guided by the ten fundamental 
principles adopted by this House of Delegates at 
the annual session in June, 1934. The House of Del- 
egates would again emphasize particularly the neces- 
sity for separate provision for hospital facilities and 
the physician's services. Payment for medical service, 
whether by prepayment plans, installment purchase 
or so-called voluntary hospital insurance plans, must 
hold, as absolutely distinct, remuneration for hos- 
pital care on the one hand and the individual, per- 
sonal, scientific ministrations of the physician on the 
other. 


Your Reference Committee suggests that the Board 
of Trustees request the Bureau of Medical Economics 
to study further the plans now existing and such as 
may develop, with special reference to the way in 
which they meet the needs of their communities, to 
the costs of operation, to the quality of service ren- 
dered, the effects of such service on the medical pro- 
fession, the applicability to rural, village, urban and 
industrial population, and to develop for presentation 
at the meeting of the American Medical Association 
in June model skeleton plans adapted to the needs 
of populations of various types. 


DR. HARRY H. WILSON, 
Chairman, 
P. S.: This report was unanimously adopted. 


0o————_—_—_—_— 


MODERN WEAPONS AID PHYSICIANS 
IN FIGHT ON TUBERCULOSIS 





The treatment of tuberculosis must in all cases be 
based on diagnosis. Only a doctor can decide whether 
treatment is necessary and how it should be carried 
out. 

This is the underlying principle and 
aim for the 1935 educational campaign of 
the National Tuberculosis Association and 
its affiliated state and local organizations, 
which is scheduled to begin April 1. The 
importance of early diagnosis will be urged 
in order that treatment can be started 
promptly and with more prospect of a 
cure, or at least of arresting the disease. 


Our knowledge of treatment has made 
tremendous strides and it is timely to in- 
form the public more fully. To prevent 
misconceptions facts should be presented 
on today’s methods of treatment, such as 
collapse therapy, the importance of the 
sanatorium, and sociai rehabilitation of 
the tuberculous patient, This is the basis 





of the slogan for the campaign, “Fight 
Tuberculosis With Modern Weapons.” 

An appreciation of scientific medicine 
is a major objective of health educatioa 
and the modern treatment of tuberculosis 
inspires respect for scientific medicine. 
Fuller knowledge of the treatment of tu- 
berculosis dispels much of the fear of the 
disease and prompts the person who may 
be worried about his health to go to his 
physician. 

The poster being made available sug- 
gests that medical science is a moving, liv- 
ing enterprise in step with the times. At- 
tractive leaflets explain concisely and au- 
thoritatively the main aspects of the treat- 
ment of tuberculosis: 


General treatment, need and purpose of 
the sanatoria, collapse therapy, and eco- 
nomic and social rehabilitation. 


Tuberculosis through the ages has been 
surrounded by many deep-rooted fallacies. 
Much has been done to dispel these no- 
tions in the last fifty years and the knowl- 
edge gained of the disease has brought 
tuberculosis out of darkness. It is pro- 
posed in this campaign to further enlight- 
en the public and to urge the importance 
of obtaining scientific medical service. 


Physicians can help to further this aim 
by cooperating with the tuberculosis so- 
cieties and the other participating agencies 
and thus assure a wider acceptance of ac- 
curate and sound knowledge. 


{). 
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Editorial Notes — Personal and General 











DR. E. E. LAWSON, Medford, is reported improved 
after being injured in an automobile wreck. 


DR. W. A. TOLLESON, Eufaula, is confined to the 
Oklahoma Baptist Hospital, Muskogee, with a broken 
leg. 





o——__—_—_——- 


“NEW DEAL,” AIM. 





Dr. L. S. Willour, 
Editor, State Journal, 
McAlester, Okla. 
Dear Sir: 

The State Insurance Fund is endeavoring to have a 
‘New Deal” with the medical profession of the state. 
We are aware that in the past the relationship be- 
tween this department and the medical profession has 
not been too cordial. It is our desire to use only phy- 
sicians in good standing in your association. In or- 
der that no exceptions are made, I would like for 
you to furnish me with a list of your members in 
good standing. This organization cannot function sat- 
isfactorily without complete accord and a mutual un- 
derstanding with your members. It is our sincere de- 





sir 
ge: 


all 


me 
he: 
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sire to work in harmony with your body and any sug- 
gestion or criticism you have to offer will be person- 
ally appreciated. 


If I may be of service to you or to any of the 
members of your association in the future, do not 
hesitate to call upon me. I remain, 


Very truly yours, 
STATE INSURANCE FUND, 
By Eugene B. Mapel, Manager 


en) 


TO DR. TOLLESON 


This poem written to Dr. Tolleson, who is 
confined in the Oklahoma Baptist Hospital 
with a broken leg. In explanation of last 
stanza will say that the author is Mr. Prim- 
rose 


You hoppy ‘bout same like goat 

Run to office without any coat, 

Just to paint some damn guy's throat 
Now you get em good rest. 


Why you slide em down that hill, 
Don't you know it make you ill? 
Now you take em other man’s pill 
But you get em good rest. 


Everybody say—too bad, too bad, 

Fine old Doc—he purty good lad, 

Wish his broke leg—I had ° 
But he get em good rest 


Wish I could see my good ole Doc, 
But my damn Ford he stop like clock, 
Whenever he puff—she begin to knock 
But you get em good rest 


Hurry up Doc and get em well, 

My boy sick, she cough like hell 

Soon him have something more to tell 
But you get em good rest. 


You don’t know who write this word, 
But his name you've often heard, 
Same like flower—this old bird— 
But you get em good rest.’ 
Eufaula, Okla 





News of the County Medical Societies 











MUSKOGEE Academy of Medicine met February 
26-27 at Muskogee, with clinics held at the Oklaho 
ma Baptist Hospital, scientific sessions at the Hotel 
Severs, and a general meeting open to the public at 
the Masonic Auditorium. The meeting was well at 
tended, the registration reaching one hundred twenty 
for the two days. The following were guest speakers 

Dr. W. T. Pride, Chief, Department of Gynecology 
and Obstetrics, University of Tennessee, School of 
Medicine, Memphis, Tennessee. 

Dr. LeRoy Long, Past Dean, University of Okla- 
homa School of Medicine, President Oklahoma State 
Medical Association, Oklahoma City, Oklahoma 

Dr. Ernest Sachs, Clinical Professor, Neurological 
Surgery, Washington University, School of Medicine, 
Saint Louis, Mo. 

Dr. John O. McReynolds, Dallas, Texas. 


Dr. B. A. Rhinehart, Little Rock, Arkansas. 


Dr. Ned R. Smith, Medical Director, Oakwood 
Sanitarium, Tulsa, Oklahoma. 


Dr. Sidney J. Wolferman, Fort Smith, Arkansas 
Dr. Raymond L. Murdoch, Oklahoma City, Okla 


homa 


Dr. Forrest P. Baker, Superintendent, Eastern Ok 
lahoma Tuberculosis Sanitarium, Talihina, Oklahoma 


Dr. Arthur G. Schoch, Dallas, Texas 


KINGFISHER County Medical Society met in Jan 
uary and elected the following officers 


President—Dr. Frank Scott, Kingfisher 
Vice-President—Dr. B. D. Townsend, Hennessey 


Secretary-Treasurer—Dr. F. ( Lattimore, King 
fisher. 

Dr. C. M. Pounders, Oklahoma City, spoke on 
Diagnosis and Treatment of Disease of Childhood 
Prevalent in Oklahoma 

Dr. C. P. Bondurant, also of Oklahoma City, dis- 
cussed the “Diagnosis and Treatment of the More 
Common Skin Affections of This Portion of the Coun- 
ty,” with lantern slides 


PAWNEE County Medical Society met in January 
and organized their county society. The following of 
ficers were elected 

President—Dr. R. L. Browning, Pawnee 

Vice-President—Dr. C. E. Baum, Jennings 

Secretary-Treasurer—Dr. E. W. LeHew, Pawnee 


GRADY County Medical Society met in Chickasha 
February 1 for their menthly dinner. Dr. LeRoy 
Long, President of the Oklahoma State Medical As- 
sociation spoke on ‘Medical Ethics” and Dr. LeRoy 
D. Long gave an illustrated lantern lecture on “Types 


of Thyroid Disease 


PITTSBURG County Medical Society met February 
15th for their monthly meeting, at the Hotel Aldridge, 
McAlester. Guest speakers for the evening were Drs 
George Underwood and Frank Brown of Dallas. “En- 
docrine Deficiencies” and “Aemoebic Dysentery” were 
the topics discussed by Drs. Underwood and Brown 
respectively. 


HUGHES County Medical Society met February 
8th at the Keystone Ho*el, Holdenville. After a seven 
o'clock dinner the following program was presented 

Invocation—Dr. S. H. Babcock, Pastor Memorial 
Methodist Church 

Annual Roll Call—Dr. W. G. Diggs, Secretary 

President's Address—Dr. W. L. Taylor 

The State Legislature and Medicine—Dr. L. S. Wil 
our, Secretary-Editor 

The Public's Physician—Dr. Babcock 

Installation of Officers—Dr. L. S. Willour 

Adjournment 


LINCOLN County Medical Society met February 
6th at Chandler. Dr. Phil McNeil of Oklahoma City 


was the guest speaker. His subject was “Pneumonia 


SOUTHERN Oklahoma Medical Association helJ 
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their twenty-sixth quarterly session at Ada, March 5, 


and the following program was presented 


Our State Laws and Organized Medicine’’—Dr. 


Horace Reed, Oklahoma City. 
Eclampsia’—Dr. J. M. Gordon, Ardmore. Dis- 
cussion, Dr. H. C. Bailey, Sulphur. 

“Cardiac Neurosis’—Dr. Geo. Carlisle, Dallas. 

Cardiac Neurosis as Seen by the Psychiatrist’’—Dr. 
Schwenkenberg, Dallas. 

“Management of the Ruptured Appendix’’—Dr. W. 
T. Mayfield, Norman. Discussion, Dr. A. J. Weedn, 
Duncan. 

“Review of Spinal Anesthesia’—Dr. D. L. Downey, 
Chickasha. Discussion, Dr. J. G. Breco, Ada. 

Female Sex Hormones’—Dr. J. B. Eskridge, Okla- 
homa City. 

“Endocrines’"—Dr. Henry H. Turner, Oklahoma 
City. 





DOCTOR ELI LIDE DAWSON 

Dr. E. L. Dawson, Chickasha, died at his 
home February 8, following a short illness. He 
was born at Camden, Arkansas, in 1856, re- 
ceiving his medical education at Tulane Uni- 
versity, and Jefferson Medical College. He has 
practiced in Chickasha since 1899, serving as 
city health officer for the past several years 


He is survived by his wife and three daugh- 
ters. 





Burial was in Rose Hill cemetery. 








DOCTOR HARRY CLIFFORD ANTLE 


Dr. H. C. Antle, Chickasha, died at his home 
February 7, after an illness of several months 


Dr. Antle was born in Madison, Indiana, No- 
vember 24, 1881. He received his medical de- 
gree from. the University Medical College of 
Kansas City in 1904. For the past twenty-one 
years he has practiced in Chickasha. 


During the World war he served overseas 
and was discharged with the rank of major. 


Funeral services were conducted in Chicka- 
sha with interment at Kansas Citv, Mo. 


Dr. Antle is survived by his wife and one 
sister. 








DOCTOR PERRY EDGAR MITCHELL 


Dr. P. E. Mitchell, 55 years old, veteran phy- 
sician of Hughes County, died at his home Sat- 
urday, February 16th, unexpectedly. 


Dr. Mitchell was graduated from the Med- 
ical School of the University of Nashville in 
1905, and in 1906 he came to Yeager where he 
began his practice. He later moved to We 
tumka where he remained in active practice un- 
til two years ago when a stroke of apoplexy 
necessitated his retirement. 


Burial was in Wetumka cemetery. 














ITS QUICK ACTION PREVENTS DEFORMITIES 


No antiricketic substance will straighten bones that 
have become misshapen as the result of rickets. But 
Mead's Viosierol (plain or in Halibut Liver Oil) can 
be depended upon to prevent ricketic deformities. 
This is not true of all antiricketic agents, many of 
which are so limited by tolerance or bulk that they 
cannot be given in quantities sufficient to arrest the 
ricketic process promptly, with the result that the 
bones are not adequately calcified to bear weight or 
muscle-pull and hence become deformed 


WHAT SHOULD AN ARTHRITIC PATIENT EAT? 


Walter Bauer, Boston (Journal A. M. A., Jan. 5, 
1935), points out that the first requisite in treating 
each patient with skeletal symptoms is to determine 
whether or not the symptoms are due to arthritis 
and, if so, to determine the type of arthritis. Not 
until this has been done should one attempt to pre- 
scribe a diet. There is no specific diet for patients 
with arthritis of known origin other than the dietary 
which would ordinarily be prescribed whenever the 
particular disease or etiologic agent responsible for 
the arthritis is dealt with. Gout is the one excep- 
tion. Degenerative and rheumatoid arthritis represent 
the diseases one ordinarily thinks of as chronic arth- 
ritis. They are not casually related or due to the same 
etiologic agent. In degenerative arthritis, diet is in- 
dicated only in the presence of obesity, and then it 
should be sufficiently low in calories to allow weight 
reduction but adequate in every other respect. There 
is no evidence to prove that a low carbohydrate 
diet is indicated in rheumatoid arthritis, nor is there 
any proof that it is efficacious in curing the disease 
Patients with rheumatoid arthritis should eat a diet 
high in calories (unless they are overweight), high 
in vitamins and adequate in respect to calcium, phos- 
phorus and iron 


oO 


PAIN IN BENIGN ULCERS OF ESOPHAGUS, 
STOMACH AND SMALL INTESTINI 


Andrew B. Rivers, Rochester, Minn. (Journal A 
M. A., Jan. 19, 1935), states that the clean-up syn 
drome usually accepted as being diagnostic of pept« 
ulcer indicates an uncomplicated ulcer. When the 
pain of gastric ulcer shifts definitely to the left, slight- 
ly upward or to the back, when the pain of a duodenal 
ulcer is projected toward the right, upward over the 
region of the liver or through to the back, or when 
the pain of a gastrojejunal ulcer extends downward 
or through to the back, one can usually correctly as 
sume deep penetration or partial perforation of such 
a lesion. The presence of two distinctly separated 
areas of pain, especially if such pain is projected int» 
two widely separated areas, frequently is indicative 
of two peptic lesions, such as an associated duodenal 
ulcer and gastrojejunal ulcer or an associated gastric 
ulcer high on the lesser curvature and a perforating 
duodenal ulcer. The situation of the pain of an ob 
structing ulcer, regardless of the situation of the Ic 
sion, is usually diffusely spread out over the epi 
gastrium. Uncomplicated peptic ulcer probably indi- 
cates its presence as a visceral phenomenon, which 
asserts itself over the splanchnic nerves. The project 
ing peptic ulcers are in all probability the result o! 
direct stimulation of the somatic nerves with a relay 
of these impulses as pain into the peripheral or cu- 
taneous branches of such nerves. It is conceivable that 
the distortion of the approved ulcer syndrome in 
such instances is influenced by the accumulation of 
impulses of varying intensity over both the splanchnic 
plexuses of nerves and over the somatic nerves. 
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Pellagara As a Cause of Optic Neuritis. Joseph Le- 
vine, New York. Archives of Ophthalmology, De- 
cember, 1934. 


Sudden failing of vision in both eyes was the chief 
complaint of this patient, a middle-aged white woman 
in comfortable circumstances. Past history showed 
that distance vision was normal while glasses for 
reading had been in use only three years. Recently 
she had lost a little weight, had had a persistent 
diarrhoea for the past seven months and vomiting 
occurred during the past eight weeks. Her appetite 
was poor and she said she occasionally drank a cock- 
tail or highball and smoked in moderation. External 
inspection of the eye proved to be negative. Visual 
acuity was reduced to counting fingers at one foot 
and nothing would improve this condition. Ophthal- 
moscopic examination showed a bilateral exudative op- 
tic neuritis. Perimetric examination disclosed the fact 
that form was slightly contracted, color for green en- 
tirely absent and a large central scotoma for red in 
both eyes. Three days later she consulted her family 
physician, Dr. Morris Dinnerstein, because of a very 
sore mouth. Upon examination it was found that she 
had a stomatitis. At this time he went into the case 
in a more thorough manner and discovered that she 
was a consistent drinker, and through her family he 
learned that for the past six months the patient had 
been despondent and was drinking more heavily and 
had practically stopped eating. Dr. Dinnerstein diag- 
nosed “pellagara following alcoholism Within the 
next twenty-four hours the typical dermatitis of pel- 
lagra appeared on both hands and both feet, with 
pain in both legs 





A diet, high in protein, was prescribed and vitamin 
B2 in the form of bemax was given. Such rapid im- 
provement took place that within five days the stomat 
itis had disappeared and the diarrhoea in one week 
In three days the optic neuritis began to quiet down 
ind a gradual gain in vision was noted. No trace 
of the dermatitis was seen after four weeks. At this 
period there was no exudation and the blurring had 
ceased. The central scotoma for green and red dimin 
ished and in slightly less than three months none ex 
isted in the right eye and but a small paracentral 
scotoma was present in the left eye. By the middle 
of the fifth month her visual acuity was V.O.D. 15/15, 
V.O.S. 15/20. While the patient was undergoing 
treatment she was allowed a small amount of alcohol 
each day which did not interfere with her recovery 
due to the increasing amount of her food. 


Pellagra is considered a nutritional disease by 
the majority of medical men of today. The charac 
teristics of pellagara are dermatitis, which is always 
bilateral and symmetrical, stomatitis, despondency, loss 
of appetite, severe diarrhoea, and nausea and vomit- 
ing, but these latter two conditions are uncommon 
Although it is generally agreed that pellagra re 


sults from a deficiency in diet, authorities differ as 
to which of the vitamins, if increased, will effect a 





stitution of the nervous system, sometimes implicating 





the spinal sympathetic ganglions. Atrophy and de 
generation take place in the brain cells the same as 
elsewhere. The gastrointestinal tract is disturbed and 
frequently there is ulceration of the mouth. For the 
treatment of pellagara a list of preventive foods ts 


given. In connection with the dietary precaution plet 
ty of rest is necessary, sunlight is to be avoided, hy 


gienization of the mouth must be watched and it is 
’ 


believed that intravenous injections of sodium thiosul 


phate are advantageous 


The prognosis of pellagra is poor, especially u 
patients over 50. with the mortality rate being highe 
in females. At least a year should pass in which there 
has been no pellagra symptoms, before a cure may 
be definitely established. Cases of pellagra in this 
country are not at all unusual, especially in the Sout! 
Frequency of ocular complications can only be de 
termined by routine eye examination of all pellagrins 


The lack of certain vitamins P eviously dicussed ap 


parently cause the various eye symptoms 


Aspergillosis of the Nose and Maxillary Antrum. A 
Brown Kelly, Glasgow. The Journal of Laryngol 
ogy and Otology, December, 1934 


The literature on this infection is very rare The 
habitat of the aspergilli is in many of the moulds 
on foods, fruits, grains, seeds plants, etc in the state 
of decomposition. It is contracted by constant con 


tact Or appears in stagnating secretions of the ear o 


upper or lower respiratory tract. Frequently after 
the diagnosis iS made it 1s in possible to trace the 
source of the infection. Two males and five females 
are reported by the essayist The infection was lin 
ited to one side of the nose in all cases; it was pres 
sent in the antrum in three cases and in the nose 


in four cases 


The symptoms are paroxysmal sneezing, profuse 
rhinorrhoea and swelling of the inferior turbinate 
If the antrum is the site of the infection the patient 
may complain of neuralgia. If the fungus is in the 
nose the patient may complain of headache. At it 


regular intervals there is a discharge from the af 
fected side of pieces of white membrane or lumps of 
tough green gelatin-like secretion. The membrane and 
pus usually come from the antrum, while the green 
masses form in the nos¢ The side of the nose not 
affected appears normal on 
side is swollen, catarrhal and obstructed and cocaine 
ind adrenalin shrink the tissues with difficulty. Ir 
three of the cases when this had been accomplished 


examination The other 


it was found that there was a green fungus mass in 
the distal half of the fossa. Polypoid growths were 
present. When these were removed there was quite 
an amount of green material found, about a teaspoon 
ful in one instance. This could be picked out with 
forceps. Even when thoroughly cleaned out it many 
times continues to reappear. This may occur every 
few days. There is a possibility of a reinfection oc 
curring in the nose to account for the persistent 
growth 


A thorough cleansing will many times effect a cure 
but if the growth continues to appear then some an 
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tiseptic solution must be used which is capable of 
killing the fungus. Various solutions and powders 
are used by different men. In one case which was 
unusually resistant to treatment the essayist cured 
with liq. hexylresorcinal in two applications. The es 
sayist thinks the opening beneath the inferior tur- 
binate is inadequate if the site of the infection is in 
the antrum. A Caldwell-Luc should be done and the 
sinus thoroughly cleaned out. He reports Tilley do- 
ing five cases in this manner without any history of 
recurrence. When the lungs are first infected with 
a resulting hemorrhage, the disease may be confused 
with tuberculosis. A case of this kind is cited where 
the patient contracted the aspergillosis while feeding 
canaries. Different writers have reported this fun- 
gus in the central nervous system (spinal cord, me- 
dulla and brain), lachrymal sac, cavernous sinus and 
in the eye by means of a corneal ulcer. 


A Simple Surgical Method of Dealing With Salivary 
Calculi in the Submaxillary Ducts. Dr. August L. 
Beck, New Rochelle. The Laryngoscope, Decem- 
ber, 1934. 


This is a method for the easy removal of salivary 
calculi, for as the essayist aptly remarks, “the re- 
moval of a calculus from a salivary gland duct can 
either be a simple, easily accomplished procedure, or 
a most exasperatingly difficult, tedious and messy ex- 
perience to both the patient and the physician.” 


He divides these lesions into that of the early stage 
with a partial obstruction and no cyst formation, and 
complete obstruction with subsequent cyst formation. 
The method described has to do with Wharton's duct 
but may also be used in calculi and cysts of the par- 
otid gland. The occurrence of these is fairly common. 
According to Blair salivary calculi occur more fre- 
quently in the submaxillary duct than in all other 
ducts combined. Out of thirty-seven cases reported 
by Czygan, twenty-two were located in Wharton's duct. 
Sometimes the calculus alone or with the entire gland 
is removed through an external neck incision. The 
common symptoms complained of are discomfort or 
pain, and swelling, particularly when eating. Due to 
the presence of lime salts the pathology can usually 
be detected with a roentgenogram. If it is of con- 
siderable size it or they may be palpated. In addi- 
tion the essayist uses a Bowman's lacrymal probe in 
the duct during the examination. There may be a cyst 
present without calculi, but in the process of re- 
moving the cyst, calculi should always be searched 
for, and if found, removed. 


The instruments for this operation are those used 
commonly by the ophthalmologist, viz., eye needles 
and silk, the Bowman lacrymal probe, the Bowman 
canaliculus knife, conjunctival forceps, straight and 
curved eye scissors, strabismus hooks, etc. The es- 
sayist performs his operations under local anaesthesia 
with the patient sitting in a chair. An assistant, as- 
ing gentle suction, greatly facilitates the procedure. 
Because of the fact that the floor of the mouth is 
made up of loose tissues it is hard to work here sur- 
gically unless these are securely anchored in some 
manner. He does this by means of silk traction su- 
tures placed on each side of the wall of the duct and 
through its opening. Now if there is an assistant 
present he may keep these on a pull, or if there is 
not an assistant available they may be hooked over 
and around the teeth. In this way instead of having 
a small opening to search for there is a fairly large 
slit. The lacrymal probe is now passed and the cal- 
culus searched for and then the Bowman's canaliculus 
knife is inserted and the duct opened up to the le- 
sion. Scissors may be used to complete the incision 
if necessary. When this has been accomplished it 


should not be hard to remove the calculus. This is 
not always true however for sometimes instead of 
the stone tumbling out easily we find it attached 
on its irregular surface to the surrounding tissues 
Then instead of effecting the delivery with a strabis- 
mus hook or similar instrument, the formation must 
be carefully cut out with scissors 


During the excision care must be taken not to 
injure the ranine artery, lingual vein and lingual 
nerve, located on the tongue side of the operative 
field. He does not suture unless there is fluid pres- 
ent in cyst formation and then he sutures the lining 
mucous membrane of the duct to the adjacent mucous 
membrane of the mouth floor to prevent a recur- 
rence. Mosher and Lurie use a similar means of im- 
mobilization except they cut directly down on the 
calculus. 


Conservative Treatment of the Nose and the Acces- 
sory Sinuses. W. E. Grove, M.D., Milwaukee. An- 
nals of Otology, Rhinology and Laryngology, De- 
cember, 1934. 


Grove places the abnormal pathologic conditions 
of the nose into four groups: malformations of the 
structural framework of the nose, infections, allergic 
conditions and neoplasms. He does not enter into the 
discussion of the merits of conservative and radical 
surgery. The manuscript is confined to the conser- 
vative treatment of infections and allergic conditions 


Following are some of the conclusions reported by 
Lierle and Moore after experiments on dogs, guine:z 
pigs and man: tap water and distilled water, wher 
applied to the mucosa of the upper respiratory tract, 
causes a slowing of the ciliary beat; three per cent 
ephedrin hydrochlorid is not detrimental to ciliary 
activity but at times slightly increases it; five per 
cent cocain hydrochlorid is not detrimental to ciliary 
activity, but 10 and 20 per cent solutions produce 
definite slowing with good recovery; mild silver pro- 
tein solutions of 5, 10 and 20 per cent produce an 
initial speeding of ciliary activity with a subsequent 
slowing, probably due to the water solvent; menthol 
and thymol are definitely detrimental; a 1:1000 ep- 


> 


inephrin hydrochlorid, a 2 per cent zinc sulphate and 
a 2 per cent mecurochrome solution, in the order 
named, are definitely detrimental to ciliary activity; 
one-half per cent silver nitrate solution is imme- 
diately and fatally detrimental to ciliary activity and 
in no instance was it again possible to start ciliary 
beating after its application 


The nose and accessory sinuses are protected from 
infection by the normal ciliary activity, the mucinous 
layer which overlies the ciliated epithelium, the ac- 
tion of the air currents, the phagocytic action of 
macrophages and microphages, the action of opsonins, 
lysins and agglutins and the reactions of natural im- 
munity. Diet, physiologic effects, allergy and trauma 
tend to lessen the resistance of the nasal mucosa 
The aim of the treatment is restoration of the nor- 
mal physiological activity of the mucosa. This is ac 
complished by reducing the swollen mucosa, the re- 
moval of stagnant secretions and the stimulation of 
the mucosa to resume its normal activity. The shrink 
ing is accomplished by the application of various 
kinds of drugs. The operator must use care at this 
point for instead of assisting the normal action of 
the mucosa he may inhibit it by the use of an in 
jurious drug. The stagnant secretions may be removed 
from the sinuses with saline irrigations, preferably 
through the natural ostium, or if this is not possible, 
due to abnormal anatomy, then by means of a punc- 
ture. In the case of the antrum, drainage and aera- 
tion may be facilitated by means of a window in the 
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nferior meatus; fracture of the middle turbinate for 
| 


he frontal sinus and removal of the anterior wail 


for the sphenoid, accomplishes the same end. In ge 
, , , 
al when such measures as mentioned have failed to 


give the patient sufficient relief, then more radical 


ie ures must be inaugu ted The essayist uses va 
ous vaccines quite successfully The rhinologist, in 
ternist and allergist must work in close harmony if 
the allergic pa*ient is to be relieved Mention is made 
of Feldman’s iod id calcit therapy 
~~ SSS ~~ —— eee os 
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Differential Diagnosis of Injuries of the Spine. How- 
ard P. Doub. Radiology, XXIII, 267, Sept. 1934 
Compression fracture of the spine is very frequen 


; 


ind comprises about 40 per cent of sninal fractures 


Individual vertebrae in various areas may be sim 
ultaneously nvolved Differential diagnosis should 
take into account preexisting unsuspected lesions 
Roentgenographic examination of the spine is ex 
tremely important even in cases with histories of 
slight or uncertain injuries; and the evidence of frac 
ture may be confined to minute breaks in the margin 
of the body. Angulation of the spine, either posterior 





ly or laterally, is very suggestive The disc shows 
little or no narrowit such as is present in tuberc 
losis. However, with rupture of the nucleus pu! 
posus, narrowing of the intervertebral space may 
occul 

Cases in which healing aken place also show 


narrowing or obliteration 





union of the vertebrae 
there 


s often narrowing in the superior-interio! 
imeter, with widening in the later: 


! | 
an associated lateral angulatior 


Repair is slow and lipping at the vertebral mar 
gins is usual after about three months—nature'’s a 


tempt to immobilize the spine 


Fracture of the transverse processes is most fre 
quent in the lumbar spine region; here this fracture 
must be differentiated from rudimentary rib which 
1S characterized chiet ly by its smooth eburnated ar- 


ticular end 


Dislocation 


f the spine, unaccompanied by frac 


ture, takes place almost always in the cervical area 
It is usually unilateral, but, at times, occurs bilater 


ally and is much more serious 


Spondylolisthesis is common and, the author be 
lieves, is nearly always the result of a congenital anom- 
aly of the spine 


Spinal bifida occulta is probably the most common 
anomaly of the spine and is most frequent in the lum- 
bosacral area. Bohart, studying a rge number of 
railroad workers with known spina bifida, found that 
men with this anomaly were not more liable to in 
jury and disability than others not so affected. He 
found the same to be true in the cases of patients with 
sacralization of the fifth lumbar vertebra. 








Multiple Myeloma. David E. Ehrlich. Radiology, 
XXIII, 418, October, 1924. 


Multiple myeloma is a primary malignant tumer 
of the bone marrow, characterized by multiple foci, 
pain, spontaneous fractures, Bence-Jones albumosuria, 


> THE OKLAHOMA STATE MEDICAI 





ASSOCIATION 


spine, sternum and pelvis of adults. It is uncommon 
occurrence, insidious in onset, difficult to diag- 


» an 


Pathology: Grayish and reddish masses appear si 


ltanes ly spongy bone or in the medullary ca 
na nd s they slowly grow, excite active resorption 
t the bone Subsequent bending and breaking of the 
bone take piace lue to the ss ~f mineral salts 
Gradual thinning and pertoration allow pathological 
fractures to occur, although they are accompanied by 
little or no pain and are followed by soft tum 
SSES ve the bx 


Roentgenographic Appearance: The lesions are seen 
i i I 


to be punched-ou arefied areas, widely scattered 
th ugt the skeleton The cortex is not destroyed 
Dut expansior t the shaft 1 y be noted 

Diagnosis The presence of Bence-Jones albumo 
Suria 1S a helptul diagnostic point but it is not al 
together pathognomonic of multiple myeloma. The 
prognosis is poo! The duration of life has varied 
trom eight months to trom eight to eleven years, with 

average of less than two years. X-ray treatment 

light doses relieves the pain markedly and may 
prolong lite 

Det i } S ’ ve cases re rive 
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Complications of Peptic Ulcer. By Sara M. Jordan 
and Everett D. Kiefer. American Medical Associa- 
tion Journal, December 29, 1934 


The complications considered in this study were 


pyloric obstructions, hemorrhage and intolerance io 
ilkali therapy 

, 
Obstruction, hemorrhage and intolerance to alka- 


lies are complications that intluence prognosis in the 
, : : 
nedical management of duodenal ulcer 
Obstruction of all degrees in the group of 79 cases 


1 were relieved in 89% by medical management 





Obstruction, hemorrhage and intolerance to alka 


lies were all unfavorable factors in the medical man 





agement of the disease, Single hemorrhage had the 
least effect on prognosis. Obstruction was next in 
ts unfavorable influence Multiple hemorrhage and 
ntolerance to alkalies had the most harmful effect 
on the later course of disease 


LeRoy D. Long, M.D 


The Value of Irradiation in the Treatment of Ovarian 
Carcinoma. John H. Harris, M.D., and Franklin L. 
Payne, M.D., Philadelphia, Pa. American Journal 
of Obstetrics and Gynecology, January, 1935 


These authors quoted from the conclusions made 
by Drs. Keene, Pancoast and Pendergrass made in 


ive on 


he results obtained from irradiation therapy 


n 24 cases of inoperable carcinoma of the ovaries 


is impossible to predict what the effect of 
on will be on any given patient. This effect 
will be determined by the first series of treatments 
should no benefit be derived, further irradiation is 
usually a futile procedure 





irradi 
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2. In case of more or less generalized carcinoma- 
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tosis, in which the primary growth has not been re- 
moved, little can be expected from treatment 


3. A decidedly more hopeful outlook, so far as 
relief from symptoms is concerned, can be anticipate 
when the primary growth has been removed.” 


This article deals with 38 additional cases which 
confirm these conclusions except that the prognosis 
is more favorable for palliation and prolongation of 
life with the improvement of technic and equipment 


This analysis shows that the histologic type of car- 
cinoma is of no value in determining what the ef 
fects of x-ray therapy will be. On the other hand, 
the extension of the growth proved to be of definite 
prognostic value. For this reason patients were di- 
vided into three groups, based upon the degree of 
involvement at the time of operation: 


1. In the first group (6 patients) complete removal 
of the affected organ was possible and no visible evi- 
dence of malignancy remained. It is significant that 
these authors stress again the necessity of removing 
the uterus and the opposite ovary in the presence of 
unilateral ovarian carcinoma, despite the absence of 
macroscopic or even frozen section evidence of con- 
tra-lateral involvement. 


2. The second group (19 patients) includes those 
from whom the primary growth was removed but 
peritoneal metastasis were present. The original 
growth should be removed when possible for even 
in the presence of transplants it greatly enhances the 
effect of postoperative irradiation. Frequently the 
operation alone will be followed by temporary symp- 
tomatic improvement, but more prolonged palliation 
occurs when x-ray therapy is preceded by surgical 
removal. 


3. The third group (13 cases) includes those with 
generalized carcinomatosis in whom it is impossible 
to do more than exploratory operation and drainage 
of the ascites. It is the policy to advise abdominal 
operation under local anesthesia in such cases for 
this affords (a) the best means of removing the 
ascitic fluid and the collection of tissue for micro- 
scopic study; (b) the unexpected possibility of re- 
moval of the primary growth, thereby increasing the 
chance of a favorable response to irradiation; (c) and 
other pelvic tumors may so closely simulate extensive 
Ovarian carcinoma that exploration is necessary for 
accurate diagnosis. 


For comparison they have included 51 patients who 
were operated upon for ovarian carcinoma but were 
not given postoperative irradiation. They have used 
the length of life after operation as the most defi- 
nite basis for comparing results obtained in treated 
and untreated cases. 


Of the 38 patients who received x-ray therapy, 21 
are dead at the time of report. All deaths occurred 
in groups 2 and 3. Of the patients not given x-ray 
therapy, 25 are dead. 


In group 1, those cases given x-ray treatment all 
are living, while 15 per cent of the untreated cases 
died within two years, demonstrating the prophylac- 
tic value of x-ray therapy following apparent com 
plete removal. 


Of the 14 patients in group 2, 29 per cent are 
living, while in the untreated cases only 13 per cent. 


In group 3, 25 per cent are living, in contrast to 
11 per cent of the non-treated cases. 


The most significant 5-year results lie in group 
2 where 43 per cent of the patients treated are alive 
after five years, as against 13 per cent of those not 
treated. Demonstrating the improvement in equip- 


ment and technic, the present series shows a 5-year 
salvage of 43 per cent, whereas in the report of Keene, 
Pancoast and Pendergrass no cases lived five years 
In group 3 none of their patients lived more than 
one year, and in this series a third of the patients 
lived over two years, demonstrating the palliative 
influence of x-ray therapy 


A case is given to show the impossibility of pre- 
dicting the effect of x-ray therapy upon a given pa- 
tient, even though as a rule the extent of the growth 
is the best guide to prognosis 


Comment: This article is abstracted in some detail 
because though this is a small series reported it rep- 
resents the experience of most groups. It also em- 
phasizes the tremendous value of giving x-ray therapy 
in the patient where apparently all of the malignant 
tissue has been removed 


Wendell Long. 


A Comparative Study of Lipiodol Injection and Air 
Insufflation in Sterility. By Benjamin Rabbiner, 
Brooklyn, N. Y. American Journal of Obstetrics 
and Gynecology, January, 1935, Page 100. 


These authors have reviewed their own experience 
and have quoted extensively from the literature about 
uterosalpingography. The remainder of this abstract 
is quoted from the author's article and includes the 
conclusion 


In view of my personal results in a limited num- 
ber of cases I believe that despite the simplicity and 
facility of uterosalpingography, trans-uterine air in- 
sufflation should be the method of choice for the 
determination of tubal patency in cases of sterility, 
and that uterosalpingography should be reserved fer 
unusual special cases. With simple insufflation it is 
easy to determine not only whether the tubes are oc- 
cluded or patent but also whether one or both tubes 
are open (stethoscope). In addition, the site of ob 
struction may be revealed by the localization of pain, 
and tubal spasm by the use of the kymograph 


Great selectivity and care should be exercised in 
sterility cases before the injection of lipiodol, and 
uterosalpingography should be the last step rather 
than the first in the search for the causative factor 
of sterility. That the injection of lipiodol is not en- 
tirely innocuous and may result in morbidity is sub 
stantiated by my own experience and that of others 
In the diagnosis and localization of obstruction of the 
fallopian tubes in cases of sterility, the sequalae may 
prove harmful to the patient, if the method is applied 
indiscriminately 


Conclusions 


1. A review of the literature indicates that routine 
lipiodol injections are not harmless and that as a 
diagnostic method it carries a morbidity and mortality, 
even though small 

2. The use of lipiodol injection in cases of sterility 
is unwise until a complete history, careful bimanual 
examination, endocrine survey, air insufflation tests, 
study of the vaginal chemistry, investigation of cervi 
cal pathology, and the fertility of the male partner 
have been investigated 


3. Operation on tubes should be postponed for 
several months after lipiodol injections 


i. In sterility cases in which one tube is occluded 
or both tubes show partial occlusion as demonstrated 
by air insufflation, lipiodol injections should be used 
cautiously, as complete occlusion may result and thus 
defeat the primary objective. 


5. Air insufflation yields the desired information 
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regarding the condition of the tubes, without harm 
and subsequent sequelae. This has been our experi 
ence in a large number of cases 


6. The contention that lipiodol may remain in the 
peritoneal cavity for one year or more and result in 
serious pathology has been verified by personal ex- 
perience and the publication of others 


Misinterpretation is not unlikely in the reading 
of salpingograms by the inexperienced; errors are few 
after transuterine insufflation 


Wendell Long 
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Catarrhal Diphtheritic Conjunctivitis. J. Francois, 
Charlerio, Belgium, The British Journal of Oph- 
thalmology, January, 1935. 


This interesting article and its discussion do not 


lend themselves well to abstracting. The discussion 
reviews the literature from the time of the first re 
port in 1893. It gives some of the objections of V 
Morax to the prevalent theories of the infection with 


’ 


the essayist’s answers to them 


Some symptoms of catarrhal diphtheritic conjunc 
tivitis are: a muco-purulent secretion, conjunctival 
hyperaemia, palpebral erythema, preauricular adeno 
pathy and a rhinitis. The condition is usually bilateral 
but it does occur rarely in one eye. The disease has 
no pathognomonic signs and the same symptoms are 
met with in many a conjunctivitis of another nature 
The diagnosis is made on five principal points, viz 
inefficacy of the ordinary treatment, efficacy of anti 
diphtheritic serum, coexistence of a rhinitis, presence 
of a preauricular adenitis and the study of commem- 
oratives. The most frequent complication is corneal 


lesions 


Catarrhal diphtheritic conjunctivitis is due to the 
pullulation of Klebs-Loeffler’s bacillus in the con- 
junctival sac. It is most prevalent in newly-born 
babies and nurslings. It is met with only in the spor 
adic state. It may be a primary infection following 
nasal diphtheria but the rapid healing after the ad 
ministration of the serum is a point in favor of the 
diphtheritic coryza. It may occur as a diphtheritic 
infection alone or along with other organisms. It 
is generally associated with other micro-organisms 
Loeffler's bacillus sometimes causes only a catarrhal 
conjunctivitis, but it more often gives birth to a pseu- 
do-membranous conjunctivitis 


The prognosis depends entirely upon the precocity 
of the diagnosis and of the serotherapy. When the 
correct diagnosis is not made for quite a period of 
time, there is the possibility of grave corneal com- 
plications. If the diagnosis is made before corneai 
lesions appear and antidiphtheritic serum is admin 
istered promptly, in suitable doses, then the recovery 
is very rapid. The secretion begins to dry up 4s 
early as the first day of the initial injection of serum 
and by the third or fourth day is entirely gone. The 
essayist’s experience shows that 5,000 units daily for 
two days is usually sufficient. The corneal compli 
cations are treated in the usual manner of corneal 
lesions 





After an exhaustive study of the question the es- 
sayist draws the following conclusions: 1. Besides the 


pseudo-membranous forms of diphtheritic conjuncti 
vitis, there is a mere catarrhal form. 2. The latter is 
often met with in newly-born children and should 


be ranked among the ophthalmias neonatorum It 
shows no pathognomonic sign and has the aspect of 
nearly all muco-purulent conjunctivitis. 4. Becau 


of its clinical aspect, it seems to be the most benign 
of all diphtheritic conjunctivitis; it may be complicat 
ed with serious corneal lesions. 5. It is refractory to 
the ordinary treatment, but it heals completely and 
rapidly under the influence of antidiphtheritic sero 
therapy 


Clinical Presentation of Improvement in Surgical Re 
pair of the Facial Nerve. Dr. Arthur B. Duel, New 
York. The Laryngoscope, August, 1934. 


Monkeys, baboons and cats were used in the ex 
periments of Dr. Duel and Sir Charles Ballance in at- 
tempting to restore the function of the injured or 
severed facial nerve. At the beginning of the ex 
periments they were of the opinion that one would 
seldom find a dehiscence of over 5 mm. in length 
Their first two cases overated for direct repair had 
dehiscences of 27 mm. and 30 mm. respectively. Bell's 
anterior respiratory nerve was used for the grafts. It 
was found however that if more than 10 or 15 mm 
of this nerve was excised that the ends were reunited 
with difficulty. The possibility of an atrophied res 
piratory muscle resulting from non-union of the sev 
ered ends caused the abandoning of the Bell's an 
terior respiratory nerve. The intercostal nerve has 
been used satisfactorily since 


It has been found that the functional result ob 
tained did not depend so much on the length of th: 
graft used or the length of time since the nerve in 
jury so much as the condition of the muscle at the 
time of the grafting operation. If the muscle had 
a good galvanic response then after a successful graft, 
motion would be restored to the muscle. If the muscl 
is atrophied and there is no galvanic response, the» 
even a successful graft will not restore motion to the 
muscle. Their opinion at the first was that nerve 
grafts could not be used successfully in infected areas 
In the two above mentioned instances of the 27 mm 
and 30 mm. grafts, the first lay bathed in pus for 
two months after the implantation and the lattes 
traversed a badly infected area. Both cases did very 
well 


One of the unpleasant things in connection with 
this type of work was the long waiting period after 
a successful implantation of a fresh graft before the 
first evidence_of conveyance of nuclear impulses.¢o 
the muscles was apparent. It was an equally anxious 
period for both surgeon and patient. This delay in 
the transmission of the nuclear impulses was attrib 
uted to the slow emptying of the products of Wal- 
lerian degeneration in the graft. If this emptying was 
allowed to take place in the grafts, excised from the 
nerves, in situ, the waiting time was reduced from 
one-third to one-half of that when fresh grafts were 
used. Heteroplastic grafts were successfully used whe. 
several patients were available for operation at the 
same time. 


The essayist believes that in cases of Bell's palsy 
which do not continue to improve until well should 
be operated. Satisfactory results have been obtained 
in these cases when the operation was done many 
years after the primary paralysis. The essayist realizes 
that sufficient time has not elapsed for him to speak 
authoritatively on this matter but the degree of suc 
cess that he has so far attained makes him very en 
thusiastic of the procedure. Numerous photographs 
of patients, before and after operation, accompany the 
Original manuscript. 
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Sinus Headache. C. Calvin Fox, M.D., Philadelphia. 
Archives of Otolaryngology, December, 1934. 
A differentiation of pain in sinus infections and 

other types of headaches is partially given in this 
manuscript. One is reminded of the fact that a sinus 
infection may be present without pain and too often 
all obscure pains relative to the head are called sinus 
headaches. He classifies headaches into mechanical, 
toxic or reflex. The pain of a sinus headache is at 
tributed to the stimulation of the trigeminal nerve 
and its associated sphenopalatine ganglion. 


The pain is divided into two types in acute si 
nusitis: the neuralgic type and a constant type, mor 
or less localized in the region of the diseased sinus 
The neuralgic type occurs periodically, being present 
in the morning and decreasing in severity as the day 
advances. The pain which occurs in the region of the 
diseased sinus is due to the involvement of the mucous 
membrane or the bony wall of the sinus. It is ten- 
der to touch. 


In chronic sinusitis the violence of the pain bears 
little relationship to the severity of the infection. There 
may not be any pain for long intervals of time and 
then an acute exacerbation occurs following a cold 
The patient so afflicted may complain of an inability 
to concentrate. 


It is recognized that localization and characteristics 
of pain are not always constant in sinus infections, 
but the essayist gives what in his opinion are the 
most important points in the acute and chronic stages 
of the different sinuses 


He characterizes an acute maxillary sinus infection 
with a sensation of pressure, fullness and distention; 
the ache may be dull or neuralgic; pain is present 
in the upper jaw and teeth; the teeth may feel tender, 
loose or elongated; the pain is intensified by jarring, 
stooping, sneezing, sudden moving of the head and 
excessive use of alcohol and tobacco. In chronic maxil 
lary sinus infection there is many times not any pain 
unless the sinus is filled with polyps, cyst or tumor, 
when there is then a feeling of fullness. If the pain 
is present it usually takes the form of an infra-orbita! 
or frontal headache, which is most marked in the 
morning. 


Headache is the most constant and prominent symp 
tom in acute frontal sinus infection. It is present 
from the time the infection occurs until it is cured 
or becomes chronic. The pain is localized in the re- 
gion of the sinus and along the supra-orbital nerve 
There is severe pressure and throbbing, lancinating 
neuralgic pains that are incapacitating and cause the 
patient to hold his head and groan with agony, mak- 
ing the thought of suicide welcome solution. In the 
chronic frontal sinus infection there may be no pain 
If there is pain, it is not diffused as in the other 
sinuses. There is a slight numbness, heaviness or 
tension. 


Acute anterior ethmoiditis causes a dull pain be- 
tween the eyes at the root of the nose. Burning in 
the eyes, lacrimation and increase of pain when the 
eyes are used for long periods are typical. The pain 
is constant. With an acute posterior ethmoiditis, 
there is a temporal, occipital or parietal headache, 
increasing in intensity with the use of the eyes. In 
the sphenoidal infections the pain is inconstant and 
of less diagnostic aid than that in any other type of 
sinus infection. When there are several sinuses in- 
fected at the same time, pain is not of so much diag- 
nostic value as with a single sinus infection. 


Conditions other than sinus disease that may cause 
headache mentioned are: lesions of the brain, meninges 
and cerebral vessels; hydrocephalus, and disorders of 


cranial nerves and of the cerebrospinal fluid; tumo 
of the brain; abscess of the brain; strain of extrinsic 
or intrinsic eye muscles; intranasal pressure due to 
enlarged turbinates, vasomotor disturbances, deflected 
septum, growths, scar tissue and crusts; pathology in 
the ear; syphilis; migraine; headache of gastro-intes- 
tinal origin; anemia; cerebral aneurysm, arteriosclero- 
sis and arterial hypertension; nephritis disorders; neu- 
ralgia or neuritis; toxemia; thyroid disturbances 
ovarian dysfunction; pituitary dysfunction; allergy; 
worry and anxiety; arthritis of the cervical spine; dia 
betes; high altitudes, poisons, drugs and environmen- 
tal conditions and acute infections in the early stages 
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“Treatment by Diet,” C. J. Barborka, M.D. J. 5 
Lippincott Co 


This author has handled an increasingly popular 
subject in a skillful and detailed manner 


While not a new subject, by any means, yet the 
manner of handling details is different from anything 
I've seen. 

The tables of values for the many articles of diet is 
excellent. Besides his tables, showing caloric and vita- 
min contents of various foods, he has a considerable 
section devoted to recipes, which makes it a splendid 
reference for dieticians 


It should be of material aid in the control of meta 
bolic, deficiency, nutritional and allergic diseases 


Will C. Wait, M.D., McAiestet 


SILICOSIS AND PRIMARY CARCINOMA OF 
THE BRONCHUS 


M. James Fine and James V. Jaso, Newark, N.°J. 
(Journal A. M. A., Jan. 5, 1935), report a case in 
which carcinoma and silicosis in the lung coexisted 
The reason for reporting the case is that they are of 
the opinion that the combination of the two diseases 
is not uncommon and that its apparent rarity 1s due 
to the fact that an insufficient number of cases of 
silicosis come to necropsy. These occupational dusts 
are chemical irritants. In the light of their knowledge 
of the part played by chemical irritants in the causa- 
tion of cancer, it 1s not inconsistent to expect silicosis 
to be followed by carcinoma occasionally. The authors 
sound a warning that one must not make a hasty 
diagnosis of tuberculosis because a patient has symp- 
toms suggesting pulmonary tuberculosis, without care- 
ful study. A careful history in their case would have 
suggested a diagnosis of silicosis rather than tubercu 
losis. The similarity of symptoms in the early stages 
of pulmonary tuberculosis, silicosis and primary car- 
cinoma of the bronchus renders the diagnosis some- 
what difficult. Early bronchoscopic examination would 
have revealed the new growth. Hilus carcinoma is 
by far the commonest variety. More than 90 per cent 
of cases fall into this group. The tumor is obviously 
bronchogenic, commencing in a bronchus and spread- 
ing along the bronchial tree and into the lung sub 
Stance. It may originate in the bronchus outside the 
lung. The lesion without the bronchus varies from 
a mere roughening of the mucosa to a complete sten 
osis. Primary carcinoma of the bronchus in conjunc 
tion with silicosis is comparatively rare. All workers 
whose occupation entails exposure to the dust hazard 
should have their chest roentgenographed at the start 
of work, and at periodic intervals thereafter. 
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